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CLrgousn the centuriés, one of the areas 
MOst inaccessiBle TO TREATMENT has BEEN SEpREssion. 


For the modern treatment of depression 
A new drug from Pfizer research 


brand of nialamide 


When NIAMID is used as an adjunct to psychiatric procedures, patients become 
more accessible and more manageable. 


= Clinically effective in a broad range of depressive syndromes. 
= Frequently effective in regressed patients in whom other therapy has failed. 
= Favorable behavioral changes reduce the need for electroshock therapy. 


= A high degree of safety already proved in several thousand patients — NIAMID has not been 
reported to cause jaundice, agranulocytosis, Parkinson-like extrapyramidal symptoms or 
visual disturbances, and hypotensive effects have rarely been noted. 


= Side effects are infrequent and mild, and often lessened or eliminated by a reduction in dosage; 
NIAMD acts slowly, without rapid jarring of physical or mental processes. 
Already clinically proved in several thousand patients— 


NIAMID is available as 25 mg. and 100 mg. tablets; complete references, literature and additional pro- 
fessional information may be obtained from the Medical Department, Pfizer Laboratories, Division, 
Chas, Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILLTOWN’ (meprobamate) now available 


in 400 mg. continuous release capsules as 


JUST ONE CAPSULE LASTS ALL DAY 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior. 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


(P*WALLACE LABORATORIES, New Brunswick, N. 7. 
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brand of imipramine HCl 


Specific in Depression 


Produce remission or improvement in 
70-85% cases 


Act effectively in all types of depression 


Afford equally good results in severe 
as in mild cases 


Achieve therapeutic benefit with minimal risk of 
serious side reaction 


Indications for Tofranil include: 


Endogenous Depression, Reactive Depression, Involutional Melancholia, Senile Depres- 
sion, Depression associated with other Psychiatric Disorders. 


Availability: Tofranil (brand of imipramine HCl) tablets of 25 mg. bottles of 100. Ampuls | 
of 25 mg. (for intramuscular administration only) cartons of 10 and 50. 
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Inhibit monoamine oxidase either in 
brain or liver with its associated risks 


Produce dangerous potentiation of other 
drugs such as barbiturates and alcohol 


Act by producing undesirable central 
nervous stimulation leading to agitation 
and excitement 


Cause disturbance of color vision 


The efficacy of Tofranil is attested by more than 50 a 
published reports and confirmed by clinical experi- FI 


ence in more than 50,000 cases. 


Detailed Literature Available on Request. 


Geiny Geigy, Ardsley, New York 
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EXTENDING STELAZINE 
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TABLETS 
STELAZINE* 


brand of trifluoperazine 


In very low doses (2 to 4 mg. daily) ‘Stelazine’ has been proved 
effective in the treatment of anxiety as seen in private practice and 


outpatient services. 


Moreover, it has been demonstrated that ‘Stelazine’ is particularly 
useful when anxiety is expressed as apathy, listlessness and loss 


of drive. 


Clinical trials in more than 12,000 patients suffering from anxiety have demonstrat- 
ed Stelazine’s effectiveness in the treatment of this syndrome, particularly when 
it is accompanied by defense mechanisms such as apathy, listlessness and loss of 
drive. On ‘Stelazine’, most patients experience relief of anxiety, recovery of drive 
and an improved mental outlook. Also, with symptoms reduced, they are often 
more willing to accept psychotherapy. 


Administration and Dosage: In the treatment of anxiety, the usual starting 
dosage is 1 mg. orally b.i.d. Usual optimum dosage is 2 mg. to 4 mg. daily. Be- 
cause ‘Stelazine’ is inherently long-acting, symptoms are usually controlled with 
convenient b.i.d. administration. In some cases, once-a-day administration will 
provide adequate maintenance therapy. 


Side Effects: In the recommended oral dosage range of 2-4 mg. daily, side effects 
are usually minor and transitory and rarely affect the course of therapy. Oc- 
casional instances of drowsiness, dizziness and stimulation may be observed; 
rarely, symptoms of an extrapyramidal nature may occur. 


Available: 1 mg. tablets in bottles of 50 and 500. 


For further information, see available S.K.F. literature. 


Smith Kline & French Laboratories YQ leaders in psychopharmaceutical research 
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COMPREHENSIVE, 
THREE-LEVEL TREATMENT | 
OF DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 
including symptoms such as crying, 
lethargy, loss of appetite, insomnia 


RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 


RELIEVES ASSOCIATED 
PHYSICAL TENSION 


_ by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic system 


spinal cord 


benactyzine + meprobamate 


"confirmed efficacy 
= documented safety 


SUPPLIED: Bottles of 50 light-pink, scored tablets 
COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


(fff WALLACE LABORATORIES + New Brunswick, N. J. 
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rapidly effective— antidepressant 
response often within a few days; complete 
remission usually within 2 to 6 weeks, in 4 
out of 5 patients.!-5 


low toxicity — no significant reports of 
toxicity to liver, blood or kidneys; side ef- 
fects only occasional or mild in 3 years of 
exacting clinical trial and in thousands 
of cases to date.!-4 


corrective —helps remove the depres- 
sion, rather than merely masking the 
symptoms... this well tolerated yet potent 
monoamine oxidase inhibitor passes the 
blood-brain barrier rapidly with preferen- 
tial distribution to the brain—not the liver 
...restores the mild-to-deeply depressed or 
suicidal patient without institutionalization 
and without recourse to ECT in most cases.!-4 


simple dosage schedule_1 tab. 
let 3 times a day. 


Indications: For the office or hospital treat- 
ment of mild to severe depressions, endog- 
enous or reactive, and in depressions 
associated with chronic diseases such as 
angina pectoris and rheumatoid arthritis. 
Improves the depressed phase of affective 
(manic-depressive) psychosis, and relieves 
the depression of catatonic schizophrenics, 
although not affecting the psychosis per se. 


Side Effects: Occasionally postural hypo- 
tension is seen, particularly in those patients 
whose pretreatment pressure is low. Infre- 
quently reported nausea, ankle edema, 
delayed micturition or constipation is man- 
aged by appropriate adjunctive therapy, or 
will abate when dosage is reduced to main- 
tenance level. 

Dosage: One tablet three times a day. 
Maintain until remission of symptoms, 
which may require 2-6 weeks; then reduce 
to a maintenance level of 1 or 2 tablets a 
day. For the occasional patient who does 
not respond to the above starting dose, an 
additional one or two 15 mg. tablets may 
be given at bedtime. 


Supplied: Orange-coated tablets, each con- 
taining 15 mg. of phenylethylhydrazine 


present as the dihydrogen sulfate. Bottles 
of 100. 


Caution: Even though there have been no 
significant reports of toxic effects on the 
liver with the use of Nardil, as a matter of 
caution patients should be carefully fol- 
lowed with liver profile studies and the drug 
should be withheld or used with extreme 
care where the patient has a history of liver 
disease or where liver damage is present. 
Also, hypotensive patients should be under 
close medical supervision. 
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of a Non-noxious Antidepressant, Ann. New York Acad. 
Sc. (in press) 1959. 2. Thal, N.: Cumulative Index of Anti- 
depressant Medications, Dis. Nerv. System 20:197 (May) 
1959. 3. Saunders, J. C.; Roukema, R. W; Kline, N. S., and 


Bailey, S. d’A.: Clinical Results with Phen- 
elzine, Am. J. Psychiat. 116:71 (July) 1959. 


4. Arnow, L. E.: Phenelzine: A Therapeu- 
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tic Agent for Mental Depression, Clinical 
Med., 6:1573 (Sept.) 1959. S. Dickel, H. 
A.; Dixon, H. H.; Shanklin, J. G., and 
Dixon, H. H., Jr.: "Tension Fatigue States 
and Their Adjunctive Treatment Using 

Nardil, Clinical Med., 6:1579 (Sept.) 1959, 
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SAFE 


The Mo t-ac 11 provides the highest degree 
of complete electrical isolation, by far exceeding 
official code requirements, to assure the maxi- 
mum in safe operation. 


EFFECTIVE 


Clinical results have been uniformly excellent. 
Side effects are automatically reduced. The 
MOL-Ac II is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 


The MOoL-ac 11 provides a highest initial cur- 
rent to initiate seizure pattern with an automatic 
reduction to safe low voltage in every case. 
Instantly and automatically re-set for repeated 
treatments. 


EASY TO USE 


Controls are simplified — one 3-position cur- 
rent intensity dial and one treatment switch. 
Just plug in ordinary AC current and the 
MOL-ac II is ready for immediate use. The 
MOL-ac 11 has a handsome walnut case. Attrac- 
tively priced at $100.00 complete with phy- 
sician’s bag and attachments. 


DURABLE 


Ingenious design with only one moving part. 
Remarkable freedom from service requirement. 


Reiter leads in progressive research. 
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after centuries of despair vail hopeful prognosis ) 


The field of psychiatry has come a 
long way since crude devices such as 
the “crib,” but it is only in the past 
few years that many fundamental 
changes have been made in manage- 
ment and medication. 


Notable among new therapeutic 
agents is Pacatal. Unlike earlier 
phenothiazine compounds, Pacatal 
normalizes the thinking processes 
of the disturbed patient, yet leaves 
him alert. Rather than just afford- 
ing symptomatic improvement, as 
is the case with many sedatives and 
tranquilizers, Pacatal profoundly 
influences the nature and direction- 
of-flow of the patient’s affect, so 
that he becomes more accessible and 
cooperative. 


a significant contribution to psychiatric progress 


for normalization ... not sedation 


Pacatal 


brand of mepazine 


WARNER 


CHILCOTT 


MORRIS PLAINS, 
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INSOMNIA NEEDS MORE THAN A HYPNOTIC 
INSOMNIA NEEDS MORE THAN A TRANQUILIZER 


DUAL-RELEASE HYPNOTIC TRANQUILIZER 


for tension-free sleep all through the night 


Sleep comes the higher 
quick, sure and cerebral levels and 
sound, with new — quickly brings needed 
Hyptran. The outer layer sleep. Hyptran’s inner 
contains an immediate core of phenyltoloxa- 
calming dosage of SLEE mine, released laterin 
phenyltoloxamine, the night, controlsin- 


a mild, certain WITHIN somnia-causing anx- 


non-phenothiazine ieties, keeps them 
tranquilizer to sup- SLEEP from‘‘breakingthrough”’ 
port short-acting seco- and interrupting sleep. 


barbital. This fast-acting, Patients awake calm and 
quickly metabolized _—_clear-headed, fully re- 
barbiturate acts freshed mentally 
directly on and physically. 


EDIATE RE 


OLOXAMINE 


E. 


DELAYED RELEASE 


PHENYLTOLOXAMINE CITRATE 
75 MG. 


DOSAGE: 1-2 tablets before retiring. SUPPLIED: Bottles of 100. 


REFERENCES: Batterman, R. C., et_al.: New York J. Med. 58:3821, 1958. /Harrison, T. R.: Principles of Internal Medicine, ed. 3, New 
York, McGraw-Hill, 1958, p. 1764. /DiMascio, A., et al.: Am. J. Psychiat. 115:301, 1958. /Sainz, A.: Proc. Mohawk Valley Psychiatric Assn., 
June 17, 1957. /Fleischmajer, R., et al.: Antib. Med. & Clin. Therap. 5:120, 1958. /Hoekstra, J. B., et_al.: J. Am. Pharm. A, 42:587, 1953. / 
Cronk, G. H., and Naumann, D. E.: New York J. Med. 55:1465, 1955. / Paper in preparation: Data on 500 clinical cases. (Available on request.) 
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DISEASES 


A PRACTICAL JOURNAL ON PSYCHIATRY AND 


Psychiatric Treatment in a University Setting ° seta oN 


GEORGE C. HAM, 


Treatment is treatment, no matter what 
the setting. Adequate treatment is an op- 
eration compounded of our best understand- 
ing of all the factors involved in the illness, 
adequate facilities and personnel trained to 
administer to the best of their knowledge 
to the needs revealed by accurate diagnos- 
tic investigation. 

With this as a premise and if the fact be 
accepted that every university strives max- 
imally to meet the criteria, we can turn our 
attention to those special aspects of the uni- 
versity setting which impinge on psychia- 
tric treatment, In approaching the problem 
I chose not to list statistics as to age, sex, 
diagnosis, and method of treatment in our 
particular university setting, since with mi- 
nor cultural variations these data are com- 
parable to those in the entire nation. 

There are many things having direct bear- 
ing on psychiatric treatment in a university 
setting which are infrequently discussed but 
are factors of major and sometimes overrid- 
ing importance in relation to treatment 
goals. Since my point of view is that of a 
responsible administrator of such an organ- 
ization, I will present the problem in our 
sphere and our attempts at solution. 


At the outset it would be useful to estab- 
lish a frame of reference in terms of the 
usual university department of psychiatry 
of this decade to indicate the extent and na- 
ture of the demands for psychiatric treat- 
ment. Most departments have responsibili- 
ties for treatment under the following head- 
ings: In-patient and out-patient treatment 
of both adults and children. There are usu- 
ally demands for private treatment and non- 
private treatment. There are both psy- 
chotic and neurotic disturbances presented 


From the Department of Psychiatry, University 
of North Carolina, School of Medicine. 


M.D. 


as well as special syndromes, such as alco- 
holism, addiction, collaboration on forensic 
problems, student health services, school 
problems in the public schools and a contin- 
ually increasing demand for collaborative 
treatment from the non-psychiatric services 
such as pediatrics, internal medicine, obste- 
trics, and surgery. In most states special 
units such as correctional institutions, hospi- 
tals for the mentally retarded, orphanages, 
county homes, etc., also require therapeutic 
assistance. These outside demands in them- 
selves represent a tremendous and increasing 
load on all psychiatric units. I have not 
listed those forms of indirect psychiatric 
treatment which also take up a respectable 
and growing portion of departmental time. 
These include supervisory and consultation 
services to innumerable agencies and sup- 
porting disciplines such as social work, psy- 
chology, nursing, clergy, rehabilitation 
workers, occupational, recreational and 
physical therapists and others, all of whom 
are administering more or less informal psy- 
chiatric treatment. 

If treatment demands and goals as just 
described were the only responsibility of a 
university department, matters would be 
complex enough in terms of personnel and 
facilities. However, the problem is not lim- 
ited to this. Our department could be thought 
of as a living organism made up of many 
parts and organs, each of which demanded 
its own special diet peculiar to its own meta- 
bolic need. In many instances that which 
is growth promoting and stimulating to one 
part of the organism may be poisonous and 
detrimental to another. As this type of 
speculation continued I began to visualize 
the demand for treatment by ill people as 
the main body of the organism and that 
which keeps the whole organism alive. How- 
ever, it became apparent that there were a 
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number of tentacles each seeking its own 
food attached to this organism, derived from 
it and important to it, but not necessarily 
coordinated, This fantasy finally resolved 
itself into the image of the multi-headed 
hydra in which the main body of the organ- 
ism represented treatment demands of the 
public, but the other multiple requirements, 
each with its own mouth and special tastes, 
could be labelled under several headings. 
First, and one of the largest among these, 
could be called the Educational Maw. This 
particular tentacle or mouth of the hydra- 
like organism is large, has many teeth, and 
many subdivided heads with highly selective 
dietary needs. As this special appendage 
came into focus, there appeared more 
sharply behind it another mouth, which 
might be labelled the Research Engorger. 
This particular head has its own peculiar 
behavior in that it hovers over, around, and 
under all of the other pseudopods and is 
rarely satisfied. Frequently, because of its 
appetite and its requirements for special 
diet, it produces severe dyspepsia in the cen- 
tral body of the main organism. Immedi- 
ately opposite these two tentacles are two 
others which are easily perceived by their 
size, noise, and voracious appetite. The first 
of these I have called Fiscal Sucker which 
anatomically is basic to all other heads or 
mouths since unless it gets its food first the 
others lose strength and aggressive ability. 
The fourth portion of this peculiar organism 
which I have called the Administrative Re- 
volving Diffuser and Masticator has the 
power of overreaching any part of the or- 
ganism and snatching food from the mouth 
of any or all others and can actually, if not 
properly fed, devour one or all, or, as a mat- 
ter of fact destroy the whole organism. This 
last portion of the anatomy of our organism 
represents a most dangerous and insatiable 
apparatus. It can well be seen that the 
main body of the organism representing 
treatment cannot be considered in terms of 
health and growth without taking into con- 
sideration the total organism including the 
Educational Maw, the Research Engorger, 
the Fiscal Sucker, and the Administrative 
Revolving Diffuser and Masticator, Normal 
steady growth and health depend on some 
type of integration of all portions of the cr- 
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ganism. The dominance of any one portion 
can lead to serious disturbances including 
paralysis, obesity, marasmus, or to death 
of the central body treatment. 

I would like to direct attention to these 
four competing parts and discuss some of 
the components involved. As mentioned, 
one of the larger of these was the Educa- 
tional Maw with its many teeth and its many 
subdivided heads and with highly selective 
dietary needs. Modern departments of psy- 
chiatry in universities find themselves faced 
with the responsibility in education that is 
unique among other medical departments 
because of the various levels of education 
required and the number of different disci- 
plines involved. Most university depart- 
ments today are in some way or another in- 
volved in educational demands in all four 
years of medicine. This may vary from a 
few lectures in the preclinical years and 
relatively limited clinical clerkships to ra- 
ther extensive, collaborative, and integrated 
courses in the preclinical years and intense 
periods of six or seven weeks full-time in 
each of the clinical years under the direct 
responsibility of the department of psychi- 
atry. In addition there are teaching re- 
sponsibilities in collaboration with other 
clinical departments such as pediatrics and 
medicine as well as in such functions as gen- 
eral clinics where continuous psychiatric 
participation in the education is required. 

The staffing problem alone to meet such 
heavy demands, not to mention the need for 
clinical material for all of these exercises 
represents a major impingement upon the 
treatment core. If we pass, then, to the next 
major responsibility in education, that of 
formal residency training, which today re- 
quires as a minimum an organized and pro- 
gressive three year program with additional 
specialization in the form of two years of 
child psychiatric training, or/and research 
fellowships for a period of one or two years, 
our problem becomes even greater. Demands 
on staff time for an active supervisory and 
seminar experience and the requirement for 
primary responsibility by the residents for 
patients as part of their training requires 
the handling and organization of treatment 
to meet this heavy educational need at the 
same time as fulfilling treatment responsi- 
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bility. Most of us in universities do not 
stop even at this level of educational respon- 
sibility since demands are made on teaching 
time by clinical psychologists at three dif- 
ferent levels of training, by social work stu- 
dents at two different levels of training, by 
nurses in the undergraduate school, both in 
the classroom work and in their actual clini- 
cal work, and most recently by graduate 
nurses specializing in the field of psychiatry. 

In addition to this there may be, as in our 
situation, special programs for the training 
of social science Ph.D. candidates in the so- 
cial science of mental health. Additional ed- 
ucational time may be required, as in our 
situation, by part-time state hospital staff 
whose work requires supervision, programs 
for general practitioners, for recreational 
workers and occupational therapists, etc. 
Added to this is the demand by outside agen- 
cies for consultative work and supervision, 
the continued education of one’s own full 
time staff, and the special problem when 
formal psychoanalytic training becomes an 
additional responsibility of the department 
or of department members, In the latter 
special seminars, special supervision, and 
the requirements of selected cases for the 
candidates in training, as well as the time 
required for training analysis increases 
sharply the personnel time required and 
places special requiremeniés on the relation- 
ship of the department to patients seeking 
help. 

It is quite obvious that the name Educa- 
tional Maw represents an almost insatiable 
and multi-labyrinthian space that in itself 
can hardly ever be adequately filled. The 
conflict between this intense engorging de- 
mand and the need for time of personnel to 
either carry out or supervise adequate treat- 
ment can become a matter of major impor- 
tance. 

If we turn to the second of these compet- 
ing interests, the Research Engorger, we find 
it affecting practically every level and every 
sub-section and department within the whole 
organism. Inasmuch as education and re- 
search are the unique and primary respon- 
sibility of a university, this particular ap- 
petite must be adequately fed and pampered 
or the department has no right to call itself 
1 university department. Since it is essen- 
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tial that such activities go on and since, in 
part at least, the patients who come seeking 
treatment become the objects of research 
studies we immediately have developed the 
possibilities of an intense conflict. The de- 
mands of particular research persons and 
their wish in regard to the study of patients 
may be considered by others in the educa- 
tional sphere as diametrically opposed to the 
goals of training or of treatment. In addi- 
tion the time requirements for hospitaliza- 
tion may be completely different when looked 
at from the view of the patient’s treatment 
alone or the educational interest that the pa- 
tient presents or the research interest that 
this patient may present. Here we run im- 
mediately inte the conflict between the real- 
istic social and financial needs of the patient 
and the fiscal demands. This is particularly 
true in relation to the financial cost of pro- 
longed stay for research interests alone. The 
fact that the educational or research require- 
ments may mean that despite obvious im- 
provement in their condition patients may 
feel that they are, shall we say, less private 
than they had expected, and, in fact, may 
become the object of many people’s atten- 
tion as well as public discussion, represents 
a still further conflict. We are therefore 
faced already with the problem of how to 
make several opposing forces come out with 
a reasonable degree of satisfaction of all 
and maintain the primary focus on the treat- 
ment of the patient. 

These considerations lead directly to a 
basic and essential problem which I have 
called the Fiscal Sucker. In some way or an- 
other all of the demands mentioned above 
must be paid for, whether it be education, 
research, or treatment. Each organization 
and particularly each university has its own 
fiscal problems and no one feels that this 
problem has ever been adequately solved. 
Ideally a university department, to meet the 
appetites of education and research, would 
have a fiscal sucker which could be satisfied 
with practically no food, directly from the 
patients who participate in either research 
or educational endeavors. Unfortunately, 
this is not often the case. Probably this 
problem comes more sharply in focus in uni- 
versity departments than in non-teaching 
units, since many financial administrators 
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find it difficult to think in terms of a teach- 
ing hospital having markedly higher cosis 
than a comparable non-teaching and non-re- 
search unit. Comparisons are often made 
between a teaching hospital and a state hos- 
pital in terms of the cost per day per patient. 
Obviously, no such comparison can be made, 
since the number of personnel and the type 
of equipment for the whole list of educa- 
tional and research responsibilities listed 
above are additional requirements in the 
university setting. Education of higher ad- 
ministrative bodies such as the legisiature is 
required to separate educational and re- 
search costs from treatment costs alone to 
prevent an unfair and inordinate portion of 
these expenses from falling on the individ- 
ual patient involved. 

This leads us to the last of the major 
headings which I wish to mention, namely, 
the Administrative Revolving Diffuser and 
Masticator. As pointed out earlier and just 
discussed this particular portion of the or- 
ganism has the power of overreaching any 
part of the organism and snatching food 
from any or all parts. Each university set- 
ting has its own particular administrative 
frame-work, Usually, the head of a depart- 
ment of psychiatry is not only responsible 
for service to patients, but also for the edu- 
cational and research aspects as weil. This 
means that he is administratively respon- 
sible to both the director cof the university 
teaching hospital and to the dean of the 
school of medicine. In many instances the 
school of medicine is but one part of a larger 
group of health affairs units with an addi- 
tional administrative director such as a vice 
president or administrator. This person in 
turn is responsible to the chancellor or the 
president of the university and this group, 
again, is responsible to the trustees. If it 
is a state institution, the university officials 
mentioned as well as the trustees are respon- 
sible to various administrative bureaus 
within the state government organization 
and in the final analysis to the legislature. 
One can go even further and point out that 
in addition to these formal administrative 
relationships there are the less formal but 
equally important community and state re- 
sponsibilities of a university department of 
psychiatry. Among these are relationships 
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to state hospital systems, to the department 
of welfare, the department of health, the 
prisons, the courts, corrective institutions, 
and special hospitals for the mentally re- 
tarded, blind, etc. 

It does not take a long time to discover 
that whatever the type of administrative or- 
ganization one works in there are two op- 
posing wishes basic to the whole operation. 
The first wish is that the particular unit or 
units within a university do the best pos- 
sible job in treatment, teaching, and in re- 
search and maintain the highest type of pub- 
lic relations and usefulness. And the other 
wish, diametrically opposed, is to do this as 
cheaply as possible. This “never-never” land 
between these opposing wishes becomes then 
the problem of the director of a university 
department. Since the patient and his need 
fall directly into the middle of this no man’s 
land, the patient is not interested in the de- 
tails of all the matters described above at 
all, but is interested in getting well. Yet, in 
many instances that which is recommended 
for his treatment alone without the demands 
of additional educational or research stay 
presents him with a cost which is in many 
instances realistically impossible for him to 
meet because he is in reality paying some 
of the hidden educational or research costs. 
This can produce tension and anxiety within 
its own right, thereby increasing the thera- 
peutic problem. In addition many patients 
find it impossible to stay the length of time 
indicated by our best knowledge because of 
fiscal reasons. This last problem is not 
unique to university departments and is part 
of our larger economic difficulty. Since the 
university department does have demands 
made upon it which require extended stays 
for educational or research purposes this ad- 
ditional burden should not be compounded 
and fall on the patient. 

I expect that many of these general prob- 
lems are familiar to all in similar adminis- 
trative position. I often refer to the task 
of solving them as like “wrestling with a 
swamp.” Each approached the problem in 
a way necessary and feasible to him within 
the general administrative and cultural 
framework presented. However, it may be 
useful to outline some of the methods that 
have been developed and attitudes and con- 
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cepts that have arisen out of our own ex- 
perience in the development of a new uni- 
versity department over the past seven 
years. 

Initially several major policy decisions 
were worked through and administratively 
agreed upon. These were that as a univer- 
sity department, educational needs would re- 
ceive first and highest priority in regard to 
staffing and time application. Secondly, all 
patients including private patients would be 
used for teaching purposes and research 
goals wherever therapeutically proper and 
possible, Thirdly, that continuing and ma- 
jor attempts would be made to separate the 
actual therapeutic costs from those for edu- 
cation and research in the presentation of 
the budget. 

The education of medical students received 
first priority and was developed as rapidly 
as possible since it was felt that the prob- 
lem of emotional and mental illness would 
require general phys:cians to be as highly 
trained in the understanding and function of 
the psyche as they were of the soma. Resi- 
dency training would be undertaken only at 
such time as it was felt that the medical 
student problem had been at least reason- 
ably organized and was under way. All pa- 
tients, as mentioned above, both on the in- 
patient service and in the out-patient serv- 
ices would be used for teaching. As the res- 
idency training program developed it was 
established that all in- and most out-patients 
would be treated by residents and fellows 
and supervised by staff. Accommodations 
were not sold to patients in terms of private 
rooms or non-private rooms but were as- 
signed on the basis of the need of a given 
patient. 

As the Educational Maw grew and began 
to impinge on the treatment goals an admin- 
istrative organization was set up that has 
worked successfully. A staff person was ap- 
pointed to be responsible for organizing the 
first year teaching, another for second year 
teaching, another for third year teaching 
and another for the fourth year. These per- 
sons then constituted an undergraduate edu- 
cation committee with a chairman. Parallel 
to the directors of the out-patient service 
and of the in-patient service, child psychi- 
atry, liaison psychiatry, student health, and 
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chiefs of each of the separate in-patient units 
were appointed. Further groups were set 
up in a similar fashion with a man respon- 
sible for the educational aspects of the first 
year residents, another for the second year 
residents, and still another for the third 
year residents, and a fourth for the child 
psychiatry training program. A fifth per- 
son was responsible for the research fellows. 

The members of the staff constituted a 
graduate education committee and in addi- 
tion to the residency training program it 
took responsibility for all other graduate 
training, such as psychologists, social work- 
ers, social scientists, etc. Represented on 
these two educational committees—graduate 
education and undergraduate education com- 
mittees—were members of the service units 
such as out-patient, in-patient, child psychi- 
atry. The man responsible for the research 
fellows was made chairman of the research 
committee with membership of appropriate 
members of the department interested in 
various types of research. This covered bio- 
logical and laboratory research as well as 
psychological research, in therapy, diagnosis, 
psychoanalytic investigation, etc. These com- 
mittees meet frequently to discuss the vari- 
ous conflicts inherent in the demands of 
each. These smaller committee groups with 
their responsibility for education, research, 
or treatment would bring forth recommenda- 
tions at departmental staff meetings. Over 
the years it has developed that a monthly 
meeting of the entire psychiatric full time 
staff and an additional meeting of the serv- 
ice section heads, such as in-patient, out-pa- 
tient, child psychiatry, nursing, psychology, 
social work, occupational therapy, medical li- 
aison, research, etc., were adequate to find 
constructive solutions to the problems. This 
form of delegation of clearly identified re- 
sponsibility and the opportunity for open 
discussion has gone a long way toward solv- 
ing most of the problems. 

However, it became apparent that fiscal 
and administrative complications were grow- 
ing at a pace that required additional so- 
lution, Although the structure described 
had relieved the chairman of many details 
related to conflicts of education, research, 
and treatment, the problem of finances, and 
administrative relationships with the larger 
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units of the medical school and the hospital 
remained. These came to be so time con- 
suming in terms of unavoidable negotiations 
and paper work that a state of what I often 
refer to as “chronic everything-itis” was in 
full bloom. To deal with this situation the 
hospital director and the chairman of the 
department worked out an arrangement to 
permit the hiring of a unit manager respon- 
sible to both for fiscal and management af- 
fairs. Final decision remained with the head 
of the department and the hospital director, 
but multitudinous details having to do with 
finances and operation were removed to this 
officer’s responsibility. This unit manager 
immediately began to function as a member 
of the major educational, research, and serv- 
ice committees and the final step in the in- 
tegration of the various competing pseudo- 
pods began. 

A last device was the appointment of an 
executive assistant to the head of the de- 
partment who would take over all adminis- 
trative responsibility for all activities within 
the department. He would deal with the co- 
ordination of various committees, problems 
of personnel, coordination of teaching, re- 
search, and treatment demands and would 
meet with the chairman of the department 
and the unit manager at regular intervals 
to review major policy decisions which would 
then be implemented by the executive as- 
sistant and the unit manager. This freed the 
head of the department for those adminis- 
trative functions which have to do with ma- 
jor administrative relationships within the 
hospital and medical school and with the 
higher officials of the university and the leg- 
islature as well as with state and national 
organizations. 

I hasten to point out lest there be misin- 
terpretation that these techniques and meth- 
ods by no means have produced a state of 
nirvana. I do say, however, that the tech- 
niques used have addressed themselves to 
the problems and have in large measure 
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made possible rational and democratic if not 
immediate methods of working toward com- 
promise solutions. 

My thesis is that treatment in a univer- 
sity setting cannot be discussed as an iso- 
lated phenomenon, The public should ex- 
pect and receive the most adequate treat- 
ment that is possible from a university de- 
partment. Competing forces, however, of 
education, of research, and the special prob- 
lems of fiscal support and administrative re- 
lationship to the rest of the hospital and 
medical school and to the other agencies of 
the university and the state overlap in ways 
which can militate against the best thera- 
peutic endeavor and result. I have attempted 
to isolate some of these inimical factors and 
to suggest ways of approaching a solution 
which we have used and which have been in 
the direction of maintaining the highest pos- 
sible therapeutic goal without reducing the 
educational and research potential and at an 
expense to the patient which represents their 
actual share in the cost of their treatment. 
In all candor I must say that this last prob- 
lem remains the least satisfactorily solved 
aspect of the entire situation. This is un- 
derstandable in view of the fact that we are 
a state university supported by and through 
the legislature and yet by cultural demand 
are required to deal with indigent patients 
as well as patients with considerable means. 
The difficulty presented by the high cost of 
medical education and research are naturally 
disturbing to decision making bodies and 
continued education and assistance by those 
of us in the field will be required to help leg- 
islators and bureau administrators see the 
need for additional support of the educa- 
tional and research costs of university teach- 
ing hospitals and thereby reduce the finan- 
cial load on the individual patient. I am 
sure that with aggressive patience we can 
move toward a solution of this problem and 
thereby improve this aspect of the therapeu- 
tic milieu. 
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Role of Anxiety and Tension in Insomnia 


OSCAR ROZETT, M.D. 


In a psychiatric hospital insomnia is an 
ever present problem. It is essential to good 
psychotherapy that normal sleep patterns be 
established. Hypnotics of all kinds have 
been used to induce sleep. If sleep comes 
within an hour of the administering of a 
hypnotic it is deemed effective for the control 
of “getting to sleep” difficulties. Tranquil- 
izers have been shown to reduce the insom- 
nia problem and to reduce the need for hyp- 
notics. 

While hypnotics have been useful to in- 
duce sleep, it is difficult to enlist them in aid- 
ing to span the “sleeping hours.” Short-act- 
ing drugs allow midnight or morning wake- 
fulness, while long-acting agents cause morn- 
ing hangover. 

There is no reason why one should not 
awaken during the night provided sleep soon 
again returns. The usual block to the re- 
turn to sleep is anxiety. Anxiety is best pre- 
vented by a tranquilizer. From this reason- 
ing it would seem logical to combine a tran- 
quilizer and a hypnotic to induce sleep. The 
tranquilizer would reduce the difficulty in 
getting to sleep and would decrease the 
amount of hypnotic required, A tranquil- 
izer would be ideally suited for extending 
sleep since no hangover would be produced, 
and anxiety, the prime factor in midnight 
and early morning insomnia, would be con- 
trolled. The individual would face the morn- 
ing rested and tranquil. Thus, he would be 
better prepared to cooperate in the normal 
activities of the hospital or home scene and 
be more responsive to the approaches of the 
psychiatrist. 

Such a combination in tablet form* was 
made the subject of the present study. For 
sleep induct:on the tablet releases secobarbi- 
tal 60 mg. potentiated by 25 mg. of phenyl- 
toloxamine. Approximately two hours later, 
for sleep maintenance, the tablet releases an 
additional 75 mg. of phenyltoloxamine. 

Secobarbital is a recognized, safe, short-act- 


From Fair Oaks Hospital, Summit, New Jersey. 
*Supplied as Hyptran by Wampole Laboratories, 


Stamford, Conn. 
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ing hypnotic. The amount used in this com- 
bination would be considered low for the nor- 
mal individual, and in the mentally dis- 
turbed patient extremely conservative. 

Phenyltoloxamine, a safe non-phenothia- 
zine tranquilizer,’ was chosen for its reli- 
able calming effect on motivational anxieties. 
Its particular merits in allaying anxiety have 
been well documented by Sainz,’ who found 
phenyltoloxamine to be superior to pheno- 
barbital and meprobamate. 


Clinical Observations: 

In an initial series, 172 tests were carried 
out in 45 unselected psychotic patients. 
These patients ranged in age from 21 to 78 
years. There were 11 males and 34 females. 
During the 172 trials, 152 were given one 
tablet, 17 two tablets, and three took three 
tablets. In this study we found that one 
tablet produced sleep in less than an hour in 
67% of the trials. In 88% of the trials the 
sleep was longer than five hours, The 
benefits of the medication were not remark- 
ably increased with greater dosage. Our 
study also demonstrated that three tablets 
could be administered without producing un- 
toward reactions. Some patients who had 
previously been on heavy doses of other hyp- 
notics slept for only a short time on one tab- 
let of the combination. That patients may 
be habituated to other hypnotics is, of 
course, a complicating factor when the psy- 
chiatric milieu is used for this type of study. 

In a second series 21 males and 46 fe- 
males were studied. The age range was 17 
to 78 years, The diagnoses were as follows: 


Manic depressive manic—1 

Manic depressive mixed—1 

Manic depressive depressed—4 

Schizophrenia simple—1 

Schizophrenia acute undifferentiated—5 

Schizophrenia paranoid—10 

Psychotic depressive reaction—13 

Involutional psychotic reaction—21 

Psychoneuros's with depressive reaction—2 

Psychoneurosis associated with Reynaud’s 
ease—1 

Chronic brain syndrome with cerebral arterioscle- 


dis- 


rosis—3 
Acute brain syncrome associated with alcoholism—2 


\ 
| 
567 
| 
if 
} 
‘ 
j 


568 


In this series we wanted to determine the 
ability of this medication to repeatedly suf- 
fice for the treatment of insomnia, Thirty 
of the patients were placed on one tablet and 
37 of the patients were placed on two tablets 
of the medication at bedtime. The average 
time required for sleep was 56 minutes; the 
average duration of sleep was 7'% hours. 
Each patient received the same dosage for 
four consecutive nights, Thus the total num- 
ber of drug tests (instances) was 268. If 
the patient failed to go to sleep or if sleep 
failed to continue throughout the night, a re- 
peat dosage of one tablet was given. The 
number of instances in which repeat doses 
were required was 24 (under 9%) and 22 of 
these repeat doses induced a good night’s 
sleep. Only four (less than 1.5%) instances 
of complete failure to induce sleep with this 
medication were observed. 


Side Effects: 


One patient who had two tablets com- 
plained of being dizzy and unsteady in the 
morning. One patient on a single tablet com- 
plained of blurring of vision in the morning. 
One patient receiving one tablet on retiring 
and a repeat at 1:00 A.M. fell out of bed. Of 
the patients receiving two tablets and a re- 
peat of two tablets on awakening, only one 
complained of feeling groggy in the morn- 
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ing. One patient who received two tablets 
in the early evening, two on retiring and an- 
other repeat at 2:00 A.M. obtained little 
sleep and complained of morning hangover. 


Summary: 

An average of 7 out of 10 psychiatric pa- 
tients with insomnia were effectively con- 
trolled by one or two tablets of the anxiety- 
reducing and hypnotic medication described 
here. In the psychiatric situation the con- 
trol of this number of insomnia patients suc- 
cessfully with a medication through succes- 
sive nights without incidence of serious side 
effects and with a low incidence of morning 
irritability and hangover is noteworthy. 

Further studies with this medication are 
warranted, and while our results are favor- 
able for the psychiatric situation, the results 
for the treatment of insomnia in the general 
population should be even more favorable. 
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Extrapyramidal Symptoms of Triflupromazine, 


Mepazine, Prochlorperazine 


HARRY F. DARLING, M.D. 


Opposite autonomic effects of mepazine, 
as distinguished from chlorpromazine, were 
noted by Bowes.' He added chlorpromazine 
to the mepazine to eliminate the parasym- 
pathicolytic effect of the mepazine. Feld- 
man and Braun’ noted that parkinsonism 
was eliminated in their series of patients on 
chlorpromazine and mepazine in combina- 
tion. Parkinsonism was controlled in certain 
patients on treatment with perphenazine.* 
It seems well established that mepazine is 
predominantly vagolytic in its action.'*° 
Prochlorperazine, like other perphenazine- 
phenothiazines, seems definitely to be sym- 
pathicolytic in its action and in its use the 
clinician is beset often times by cases with 
extrapyramidal symptoms, especially par- 
kinsonism and akathisia. The symptoms can- 
not be controlled adequately with methane 
sulfonate or procyclidine hydrochloride and, 
even if controlled, in many cases the dosage 
cannot be raised to give adequate ataraxis. 


On the assumption that prochlorperazine 
was a sympatholytic drug and mepazine a 
parasympatholytic one the combination was 
given, in various dosages, to 40 patients who 
could not remain on prochlorperazine in 
doses sufficient to stabilize them psychiatri- 
cally due to severe extrapyramidal side ef- 
fects. The dose of prochlorperazine was cut 
approximately in half and two times the dose 
of mepazine added. The reasons the patients 
could not continue on the prochlorperazine 
were parkinsonism in 25 cases (62.5%), 
akathisia in eight patients (20% ), combined 
parkinsonism and akathisia in three patients 
(7.5%), dysphagia in three cases (7.5%), 
and one patient who had opisthotonos 
(2.5%). Once stabilized as to both ataraxis 
and side effects, the average patient was re- 
ceiving doses of 91 mg. of mepazine and 
46.5 mg. of prochlorperazine daily. None 
of the patients were receiving less than a 
1:1 combination of the two drugs nor more 


From Danvers State Hospital, Hathorne, Mass. 


than three times as much mepazine as pro- 
chlorperazine. No anti-parkinsonian agents 
were used. Similar results have been ob- 
tained in nearly a hundred other patients 
who developed severe extrapyramidal symp- 
toms with perphenazine,’ fluphenazine, reser- 
pine and th‘opropazate. 

Diagnostic classification of the 40 patients 
receiving mepazine-prochlorperazine therapy 
was as follows: 25 patients (62.5%) were 
schizophrenic; seven (17.5%) were mental 
deficients with psychosis; five (12.5%) had 
manic depressive psychosis; two (5%) had 
chronic brain syndrome, and one (2.5%) had 
involutional psychosis. 

Once stabilized on the prochlorperazine- 
mepazine combination, equivalent doses of 
triflupromazine were substituted, the aver- 
age dose of the latter drug was 228.4 mg. 
daily. Three cases had to be removed from 
the triflupromazine and reinstituted on the 
combination of drugs due, not to extrapy- 
ramidal symptoms, but to depression. One 
of these patients, classified manic-depressive 
psychosis, manic type, developed her depres- 
sion in three days; she had also, in former 
attacks, the depressed type of that psycho- 
sis. Another, mental deficiency, mild, with 
psychosis, developed her depression in two 
days; her psychosis was schizophrenic-like 
in nature, not affective. The manic-depres- 
sive patient had had akathisia on treatment 
with prochlorperazine, while the mental de- 
fective had had akathisia and parkinsonism. 
The third patient, diagnosed manic-depres- 
sive reaction, mixed type, had had her de- 
pression relieved by prochlorperazine but 
developed akathisia which was relieved by 
the substitution of three times the dose of 
mepazine for half her prochlorperazine; she 
became very depressed on triflupromazine. 

Six patients out of the forty, when shifted 
from the prochlorperazine combination to 
the triflupromazine, developed such severe 
parkinsonian symptoms that they could not 
tolerate the latter. Five of them developed 
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severe parkinsonism but no akathisia; on 
prochlorperazine, before combination with 
mepazine, three had been parkinsonian, two 
had had parkinsonism with akathisia, and 
one had both. The sixth case had dysphagia 
on prochlorperazine alone, but on combined 
therapy it was relieved temporarily. 

Her diagnosis was psychosis with mental 
deficiency, idiopathic, severe, and she had the 
second largest dose of the group; prochlor- 
perazine 150 mg. daily and mepazine 300 mg. 
daily. She was not improving even on this 
high dose. Ataractically her equivalent dose 
of triflupromazine would have been 600 mg. 
daily, but she was started on 400 mg. to be 
on the safe side. She went along for a few 
days and her mental condition improved dra- 
matically, then she developed dysphagia 
again; she has maintained her improvement, 
but on a mepazine-triflupromazine combina- 
tion of 300 mg. daily of each drug. Four 
cases (10% ) developed milder, controllable 
parkinsonism, Two cases (5% ) became leth- 
argic after the triflupromazine was substi- 
tuted; in both cases the lethargy was con- 
trolled by reduction of the triflupromazine, 
without retarding improvement. 

Of especial interest was the incidence of 
depression, especially as in none of the 40 
cases was mepazine combined with the pro- 
chlorpromazine because they became de- 
pressed with the use of the latter alone. In 
cases that developed depression with pro- 
chlorpromazine (or any other perphenazine- 
phenothiazine for that matter), we use mep- 
azine only and the other phenothiazine is 
completely discontinued. Three manic-depres- 
sive, depressed type, patients improved fol- 
lowing the substitution of triflupromazine. 
Two manic-depressives, one manic type and 
one mixed type became badly depressed, as 
did a psychotic mental deficient. The invo- 
lutional depression also improved. One would 
have expected the depressed manics and the 
involutional to get worse, and the mental 
deficient (who had schizophrenic-like fea- 
tures rather than affective ones) and the 
manic and possibly the mixed manic-depres- 
sive patients to maintain their improvement 
on triflupromazine, if there is any correla- 
tion between the parasympathicolytic effect 
of mepazine and its particular usefulness in 
depression,’ conversely the propensity of the 
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other phenothiazines, including trifluproma- 
zine, would be to have as side effects both 
sympathicolysis and depression. 

Of interest also is the highest dosage in 
the series. In this patient (classified men- 
tal deficiency, mild idiopathic, with psycho- 
sis), the side effect of parkinsonism and 
akathisia on prochlorperazine were con- 
trolled with mepazine and her dosage was 
run up to 300 mg. of prochlorperazine and 
200 mg. of mepazine daily. Even at this 
dose psychiatric improvement did not occur. 
She was started on 900 mg. of trifluproma- 
zine daily, and eventually run up to 1200 mg. 
She did not improve; however she had no 
side effects. 

Average maintenance dose in the 31 pa- 
tients continued on triflupromazine was 219.1 
mg. daily. Their psychiatric condition did 
not change materially, except for one that 
got considerably worse, although minor ad- 
justments in dosage were occasionally nec- 
essary, both up and down. 


Case Reports 


1. This patient, 31 years of age, had a history of 
manic-depressive reactions. When she was 24 she 
had the depressed type of that psychosis, recovered, 
and three years later had a manic attack. For the 
present attack, manic in type, she was given pro- 
chlorperazine and, although she improved as to 
her psychosis and was no longer euphoric or hyper- 
active in speech, she developed extreme akathisia 
not controllable with methane sulfonate. Dosage 
was accordingly reduced to 100 mg. daily and 150 
mg. mepazine added. Within two weeks it had to 
be reduced due to nasopharyngeal dryness and blur- 
ring of vision. Akathisia did not recur and patient 
maintained marked improvement. The two drugs 
were then substituted for the triflupromazine 400 
mg. daily. In four days patient became extremely 
depressed and triflupromazine was necessarily dis- 
continued. Previous treatment was reinstituted 
and patient recovered. 

2. This 29 year old patient, a chronic catatonic 
refractory to previous chlorpromazine treatment, 
became akathisic on 150 mg. prochlorperazine. Meth- 
ane sulfonate improved but did not eliminate this 
symptom. Dosage of prochlorperazine was cut to 
75 mg. daily and 150 mg. mepazine added; the 
methane sulfonate as in the rest of this series was 
eliminated. She was stabilized psychiatrically on 
the combination and transferred from a disturbed 
to a paroled ward. For the combination trifluprom- 
azine 400 mg. daily was substituted and improve- 
ment has been maintained four months. Daily dose 
of trifluperazine is now 300 mg. 

3. This 50 year old, chronic, violent, disturbed 
schizophrenic had not previously been medicated in 
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the hospital. On 100 mg. daily of prochlorperazine 
she did not improve, so the dosage was increased to 
150 mg. daily. Extreme, uncontrollable parkinson- 
ism developed. Dosage of prochlorperazine was cut 
to 75 mg. daily and 200 mg. mepazine added, later 
cut to 150 mg. daily. Patient achieved and main- 
tained moderate improvement on the combination 
without extrapyramidal symptoms. Improvement 
was maintained four months after medication was 
switched to 400 mg. triflupromazine daily. 


4. This 44 year old depressed manic-depressive, 
in whom shock treatment was contraindicated for 
medical reasons and who had been refractory to 
treatment by reserpine, chlorpromazine and _ per- 
phenazine developed severe akathisia on 100 mg. 
daily of triflupromazine. A combination of 50 mg. 
prochlorperazine and 150 mg. mepazine was used, 
the latter reduced to 75 mg. daily because of dry 
nasopharynx. Only minimal improvement was noted. 
Mepazine could not be increased due to its side ef- 
fects and probably would have been the treatment 
of choice considering the diagnosis. For the com- 
bination triflupromazine was substituted. Patient 
improved moderately over the next four months. 


Conclusions 


(1) Mepazine in combination with other 
phenothiazines (prochlorperazine, perphena- 
zine, fluphenazine, thiopropazate (and re- 
serpine) is effective in stabilizing the au- 
tonomic nervous system in cases that show 
severe extrapyramidal side effects. Its ef- 
fectiveness exceeds by far such anti-parkin- 
sonian preparations as methane sulfonate 
and procyclidine hydrochloride. 


(2) From the limited group of patients 
having affective psychoses in this series, it 
can be tentatively concluded that the para- 
sympathocolytic effect of mepazine is not 
necessarily correlated with its particular 
usefulness in affective disorders, and that 
the sympathicolytic and depressive side ef- 
fects of other phenothiazines are also not 
necessarily coincident. 
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(3) In 40 cases, in which mepazine had 
been used in combination with prochlorpera- 
zine to counteract severe extrapyramidal ef- 
fects due to the latter, triflupromazine was 
substituted for the combination. Three pa- 
tients (7.5%) developed severe depression. 
Six patients (15%) developed severe extra- 
pyramidal symptoms. These patients could 
not be continued on triflupromazine. Of the 
remaining 31 patients (77.5%) who were 
continued on triflupromazine, four (10%) 
developed milder, controllable parkinsonism 
and two (5%) developed lethargy which 
was controlled by reducing the dose; of these 
31 patients, improvement was not signifi- 
cantly altered, except that three patients 
(7.5%) with affective psychosis improved. 
It may therefore be concluded that triflu- 
promazine compared with prochlorperazine 
is less likely to cause extrapyramidal side 
effects. 


Author’s Note: Triflupromazine used in this study 
was supplied by E. R. Squibb and Sons under their 
tradename ’’Vesprin.” 
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Medico-Legal Aspects of Electrostimulative Therapy 


JOHN D. Moriarty, M.D., and ARMOND M. JEWELL, LL.B. 


In the last ten years there has been a sharp 
increase throughout the country in the inci- 
dence of suits by patients against physicians 
alleging malpractice. In some sections par- 
ticularly, the psychiatrist has been plagued 
by such litigation, very frequently with ref- 
erence to some form of electric treatment. 
Since both convulsive and non-convulsive 
therapies are to be considered, the broader 
term of electrostimulative therapy is used, 
although most discussions in the literature 
refer to “electroshock” therapy. As a re- 
lated part of the general problem the matter 
of intravenous anesthesia and the use of dif- 
ferent muscle relaxant drugs will be consid- 
ered, 

According to Regan,' malpractice is de- 
fined “as a failure upon the part of a physi- 
cian (or dentist) properly to perform the 
duty which devolves upon him in his profes- 
sional relation to his patient, a failure which 
results in some injury to the patient. Thus, 
malpractice has two essential parts to it: 
1) that the physician fails to do his duty; 
2) that definite injury to the patient is a 
result of this failure.” 

As Regan points out, the physician’s duty 
arises as a matter of law out of his relation 
with the patient and the duty requires that 
the physician undertaking the care of the 
patient possess and exercise that reasonable 
and ordinary degree of learning, skill, and 
care, commonly possessed and exercised by 
reputable physicians practicing in the same 
locality, or in similar localities, in the care 
of similar cases. 

In the words of Davidson,’ “civil malprac- 
tice is a negligence, carelessness, incompe- 
tency, or malice by a physician which re- 
sults in damage to a patient.” In legal ter- 
minology civil malpractice is a “tort,” mean- 
ing a wrongful act. Malpractice may con- 
sist of an act or acts of commission or of 
omission. There is always the implication 
that the doctor did something wrong or that 
he negligently failed to do what was right. 

A specialist is judged by higher standards 


Presented at the 14th Annual Meeting of the Elec- 
troshock Research Association, May 11, 1958, in 
San Francisco. 


than a general practitioner when it comes to 
the practice of his specialty. Nevertheless 
it is not required that he be infallible but 
simply that he meet standards of knowledge, 
care, and skill possessed and exercised by 
similar specialists in his community. 

As regards EST, it is obviously necessary 
to make a proper examination before initiat- 
ing treatment. However, it is always a ques- 
tion how extensive the physical and labora- 
tory studies should be. Most psychiatrists 
to whom a patient is referred by internist or 
general practitioner, advised of the results 
of adequately performed studies, would prob- 
ably feel secure in not repeating those exam- 
inations themselves, Routine pretreatment 
workups involving special procedures as elec- 
trocardiogram would certainly not be nec- 
essary in every case, unless it were the com- 
monly accepted practice in the particular 
community where the psychiatrist was lo- 
cated. 


A very important pretreatment procedure 
is to obtain a written consent to treatment. 
In the case of patients who are committed 
by court to a psychiatric hospital, it is usu- 
ally sufficient to have the responsible rela- 
tive sign the consent. In voluntary patients, 
the patient should always sign, and if there 
is any question of his competency the next 
of kin should sign also. 

Adequate explanation should be given the 
patient of the nature and extent of the treat- 
ment and a general idea of the risks in- 
volved. Impastato* states that sometimes he 
has only the relatives sign and does not tell 
the patient that he is to receive an electro- 
convulsive treatment. While this is doubt- 
lessly done for humanitarian reasons, to 
spare the patient apprehension, it seems to 
us very dangerous indeed from a medico-le- 
gal standpoint, as Siegal‘ discusses. 


The following is a practical form of con- 
sent: 


“I hereby give permission to Dr. John D. Mori- 
arty, and/or any associate physician, to administer 
a series of electrostimulative treatments (called by 
some physicians “electroshock treatments’). The 
nature and possible complications of the treatments 


| 
| 


1959 


have been explained to me. I understand that they 
are usually administered under Sodium Pentothal 
or Surital anesthesia.” 


It is unwise and impossible to list every 
conceivable complication just as it would be 
in the case of a surgeon’s describing the haz- 
ards of a gall bladder operation. However, 
following a lawsuit in which the question 
was raised by the plaintiff of being inade- 
quately informed of possible complications 
prior to EST, Rodis and Groh’ have prepared 
a rather elaborate information sheet at- 
tempting to do just this. The patient and his 
family are required to acknowledge this 
along with signing the consent form. Con- 
sidering the fact that literally more than a 
million electroshock treatments have been 
given in the United States since 1940, we 
feel that this is unnecessary from a legal 
standpoint and undesirable from a therapeu- 
tic point of view. 

An initial decision is whether to proceed 
with office treatment or give EST at a sani- 
tarium or hospital, From the medico-legal 
standpoint the answer would depend in some 
part on how extensive the use of office EST 
is in the community where the psychiatrist 
is practicing. Assuming that he is not alone 
in the use of an office setting, it is incum- 
bent upon him to have adequate equipment 
on hand at all times, which incidentally may 
often be superior to that found in the aver- 
age sanitarium. The third question is the 
matter of proper assistance in giving the 
electric treatment. Some psychiatrists are 
so cautious that they feel that they have to 
have an anesthesiologist on hand to admin- 
ister the Pentothal and the succinylcholine 
(SCC), whereas others give the electric 
treatment (presumably without SCC) with 
no assistance whatsoever. In our opinion the 
presence of one adequately trained and ex- 
perienced assistant is sufficient, particularly 
if a second assistant is within immediate call. 

In EST the first question would involve 
whether valid consent has been obtained. 
Then in the case of a committed patient 
there is always the possibility that he might 
later bring suit, as did one paranoid patient 
who had been committed to a state hospital 
in Michigan. He alleged felonious assault 
by the superintendent of the hospital and by 
the treating physicians. Ordinarily, if the 
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commitment proceedings were in order, the 
suit would probably be dismissed. 


Obviously the principal basis for suits in 
connection with EST would arise if there 
were any complications, Without describ- 
ing these in detail, it may be mentioned that 
fractures, particularly of the vertebral bod- 
ies and sometimes of the long bones, have 
been the most common complications of 
KST, at least prior to the use of SCC. The 
most startling complication, of course, is 
sudden death, as from respiratory failure or 
cardiac arrest. As with anesthetic deaths, 
these are often difficult to explain satisfac- 
torily but do occur occasionally despite the 
best care and skill on the part of the treating 
physician. 

In order to be successful in a suit the 
plaintiff must prove his case by one of the 
following methods: 1) a self admission by 
the defendant physician that he was negli- 
gent; 2) expert medical testimony on behalf 
of the plaintiff establishing a basis for the 
malpractice contention; or, 3) application of 
the legal doctrine of “res ipsa loquitur.” The 
first two bases are more or less self-evident, 
but the doctrine of “res ipsa loquitur” re- 
quires explanation, It is only in recent times 
that this doctrine that “the thing speaks for 
itself” has been held applicable in the mal- 
practice case. Generally the proof of a phy- 
sician’s negligence must be established by 
the testimony of expert medical witnesses. 
As Regan points out, however, the applica- 
tion of the doctrine of res ipsa loquitur: 


“creates in the case an inference of negligence on 
the part of the defendant; it relieves the plaintiff 
of the necessity of proving the alleged malpractice 
by testimony of medical experts; it places on the 
defendant the burden of making explanation to 


offset the inference of negligence; and by the ma- 
jority rules the question is created for the jury, 


regardless of any and ail evidence presented by 
the defendant.” 


Ordinarily this doctrine has been held ap- 
plicable in the malpractice field chiefly in 
such types of cases as 1) foreign bodies left 
in the tissues, such as a sponge after opera- 
tion, 2) burns from a hot water bottle, hot 
lights, or electric machines, 3) infection 
through the use of unsterilized needle or in- 
strument, etc. In other words, the doctrine 
applies in medical malpractice cases only 
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where a layman is able to say as a matter 
of common knowledge and observation, or 
from the evidence can draw an inference, 
that the consequences of professional treat- 
ment were not such as ordinarily would have 
followed if due care had been exercised. 

Some courts have, in recent years, ex- 
tended the doctrine to include many cases 
where an untoward result occurred, such as 
paralysis developing after a spinal anesthe- 
sia, even though no specific act of negligence 
was alleged or proved. This extension of the 
doctrine seriously threatens the development 
of new procedures in medicine and psychia- 
try and even the utilization of well estab- 
lished treatment methods, because the phy- 
sician can never be sure when some unfa- 
vorable complication may result. 

There have been court decisions favorable 
to the psychiatrist where a major complica- 
tions, such as fracture of the hip, occurred 
during treatment. Regan quotes the Su- 
preme Court of Tennessee, in the case of 
Quinley vs. Cocke,° as follows: 

“After the second treatment when the patient re- 
gained consciousness there was complaint of pain 
in the right hip and thigh. An x-ray taken two 
days later revealed a fractured hip. It appeared 
that the plaintiff knew the defendant was going to 
administer electric shock treatment and that the 
effect would be to throw him into a convulsion and 
he knew that such treatments are very strenuous. 
The Supreme Court upheld a directed verdict for the 
defendant physician and in considering the case 
said that if the rule of ‘res ipsa loquitur’ were ap- 
plied in cases of this kind the physician and sur- 
geon would always be in fear of the results of sci- 
entific treatment knowing that he might have to 
defend his professional reputation in open court.” 


A similar case was decided in favor of the 
defendant physician, in the matter of Far- 
ber vs, Olkon,” by the California Supreme 
Court, in which a young man suffered a bi- 
lateral fracture of the femora following elec- 
troconvulsive treatment, with resultant per- 
manent crippling. 

A few brief situations of potential hazard 
may be mentioned. For example what would 
be the medico-legal position of a physician 
using SCC for ECT in a sanitarium where 
oxygen was available but without proper 
equipment for administering it under posi- 
tive pressure? What is the position of a phy- 
sician who administers ECT without ade- 
quate premedication of atropine, considering 
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the extensive work that has been done to 
show how atropine reduces the complications 
of this treatment? Also, will it not be 
harder for a physician to defend the allega- 
tion of malpractice in the case of a serious 
fracture if he has failed to use a proven effi- 
cient muscle relaxant drug such as succinyl- 
choline? What is apt to be the medico-legal 
position of a psychiatrist who is the first to 
use a new and potentially hazardous proce- 
dure, such as, for example, unipolar elec- 
trocoma therapy? 


Summary 


Malpractice involves: 1) failure of the 
physician to perform his duty to exercise 
proper care and skill in the treatment of his 
patient, judged by prevailing standards of 
care in his community, and 2) definite in- 
jury resulting to the patient from such fail- 
ure on the part of the physician. 

In the case of EST, proper pretreatment 
history and examination are important, 
along with the use of modern techniques of 
electrotherapy and modern safeguards. Ob- 
taining a valid consent from voluntary pa- 
tients is necessary, and the same from the 
responsible relative of committed patients. 

The basis for suits for malpractice in con- 
nection with EST usually involves complica- 
tions of the treatment. Ordinarily, malprac- 
tice must be proved by 1) an admission by 
the defendant physician that he was negli- 
gent; 2) expert medical testimony for the 
plaintiff to establish the basis for the mal- 
practice contention; or, 3) application of the 
legal doctrine of “res ipsa loquitur.” 


(J.D.M.) 7046 Hollywood Blvd., Los Angeles 28, 
Calif. 
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Post-Graduate Pastoral Counseling Seminars 


E. ADAMS DANEMAN, M.D., and JOHN I. SMITH, B.D., S.T.M. 


Many psychologists and psychiatrists have 
been confronted by troubled ministers who 
wished to make sure that they did not err in 
talking to mentally disturbed persons, In 
many such instances the minister would not 
proceed without the scientist’s approval. 

Referral of a patient to the privately prac- 
ticing psychiatrist is frequently arranged by 
the minister. Because of this there has arisen 
a need for psychological training for the min- 
ister, that he might have scientific guidance 
for his counseling, and that he might also 
know when to refer a parishioner for ad- 
vanced care. There is a clear need, as ex- 
pressed by Dr. R. F. Gayle, Jr., then presi- 
dent of the American Psychiatric Associa- 
tion, for the clerical and psychiatric profes- 
sions, “. .. to move gradually from a status 
of peaceful co-existence to one of active co- 
operation.”' This expression evidences a 
general recognition, toth on the part of the 
clergyman and the psychiatrist, that they 
have too long been working toward the same 
goal without significant liaison, Towards this 
end of greater liaison, endowed chairs of 
Pastoral Psychology have been established 
or planned in leading seminaries such as An- 
dover Newton. Recently, the National Acad- 
emy of Religion and Mental Health, was also 
established. 

Questions remain: What is Pastoral Coun- 
seling and how dees it differ from intensive 
psychoanalytic psychotherapy? Is it pos- 
sible for the two to proceed at once? Does 
the working together necessarily involve a 
compromise of principles on the part of ei- 
ther the clergyman or the psychiatrist? 


The Worcester State Hospital 

Historically, the Worcester State Hospital 
has been prominent in its endeavors to seek 
some solution to the above questions. In 
1924, Dr. Anton T. Boisen was appointed as 
the permanent Protestant Chaplain at this 
hospital. His interest in the field followed 
a deep emotional struggle which had led 
him into a mental hospital as a patient. In 


From the Clinical and Research Services and the 
Office of the Protestant Chaplain, Worcester State 
Hcspital, Wcercester, Massachusetts. 
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wrestling with his own mental problems, he 
came to this definite conclusion, evidenced in 
a letter to a friend: “I feel that many forms 
of insanity are religious rather than medical 
problems and that they cannot be success- 
fully treated until they are so recognized!’”* 

With this conclusion firmly entrenched in 
his thinking, Dr. Boisen enrolled for special 
work in the Andover Theological Seminary 
and the graduate school of Harvard Univer- 
sity. Upon completion of this preparatory 
work, he sought a position as mental hospi- 
tal chaplain. He discovered that no such 
position existed, nor was there evidenced 
any desire to create one. 

However, after some time, he discovered 
in Dr. William A. Bryan, then superintendent 
of the Worcester State Hospital, a man eager 
to test any promising new ideas. Thus came 
Dr. Boisen’s appointment to the hospital. 
The presence of a chaplain in the hospital 
soon was realized as a very positive step. 
Dr. Boisen’s first effort was a research proj- 
ect to determine to what extent religion is 
involved in mental illness. The result of 
this project is recorded in his book, The Ex- 
ploration of the Inner World. 

In 1925, as a new experience in theological 
education, seminary students and clergymen 
worked as attendants in the hospital, and 
were also led in seminars by various staff 
members. In the annual reports of the su- 
perintendent, from 1925-1930, there appeared 
to be a good working relationship between 
the psychiatric staff members and the chap- 
lain’s training program, even to the degree 
of semi-weekly conferences held by the med- 
ical staff for the seminary students. 

The work of Dr. Boisen began to expand 
and attract the attention of more people. For 
some time before leaving Worcester, he 
taught for three months of each year at Chi- 
cago Theological Seminary. With Dr. Lewis 
B. Hill he offered a seminar course in psycho- 
pathology at Boston University School of 
Theology. Lectures were given at a num- 
ber of other seminaries and papers read at 
conferences. Dr. Boisen also published a 
number of articles in the various medical 
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and religious journals, He was pioneering 
in this field, in an effort to show that the 
clergyman and the psychiatrist not only 
could, but should, work together. 

In 1930, Carroll Wise, one of Dr. Boisen’s 
former pupils, was appointed Protestant 
Chaplain at Worcester. The work continued 
to grow with more and more seminary stu- 
dents seeking admission for the clinical 
training program, Wise also taught courses 
in Pastoral Psychology at Boston University 
School of Theology. He published books in 
the field of Pastoral Counseling. In coop- 
eration with hospital physicians, a number 
of seminars were made available to the lo- 
cal ministers of the community. The chap- 
lain was accepted as a member of the staff 
with a specific function to perform. 

The work of these two men, at this hospi- 
tal, paved the way for a good working rela- 
tionship between the chaplain and other 
members of the staff. The acceptance of 
theological students and clergymen as a part 
of the teaching program at the Worcester 
State Hospital is now part of its tradition. 

The writers of this paper felt that in ad- 
dition to the seminary program, seminars 
should be offered to the practicing ministers 
of the area. With the approval of the hos- 
pital administration and the Greater Wor- 
cester Council of Churches, Inc., it was de- 
cided to promote and carry out the Worces- 
ter Area Post-Graduate Pastoral Counseling 
Seminars. It is to the mechanics of these 
seminars that we now turn. 


Method of Approach 

During the first year of our operation an 
informal group was taught by the Protestant 
chaplain. The teaching during this time be- 
gan with a consideration of the instincts and 
only later turned to ego psychology and ego 
defense mechanisms, We have only to look 
back to the experience of Sigmund Freud in 
Vienna to see what happens when people are 
confronted with theoretical formulations in 
regard to unconscious impulses and the rich- 
ness of instinctual life.” The initial mistake 
which the leaders of this seminar made was 
similar. By beginning with instincts and 


unconscious conflicts as they are related to 
symptoms, we had initially ignored the way 
in which the ego, in particular the ego of the 
adult person, deals with these situations. I 
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believe that, without meaning to, the first 
group of ministers were given an impression, 
that the human being was another animal 
with perhaps a slightly more complex in- 
stinctual life.° The clergy, offering ways of 
dealing with regulated instincts (the Ten 
Commandments, for example), was made 
anxious and at times panicky, and assumed 
that the psychologist thought of human ex- 
istence merely as a time in which the expres- 
sion of every instinct must be met. 


Beginning with the second year, at which 
time some of the members of the original 
group returned, the seminars began with 
talks designed to build up, from observations 
of children of different ages, a general 
psychoanalytically oriented theory which 
stressed first the ego and its mechanisms of 
defense. During the second year none of 
the anxious moments were felt to the same 
degree. We had said to the ministers, in 
effect, that we recognized and respected the 
ways in which human beings control them- 
selves and find a proper place and time for 
the expression of their needs. In a sense 
this has implied a respect for the teachings 
of the church and has gone a long way to- 
ward tearing down the notion of some of 
the ministers that the psychiatrist “is only 
interested in sex.’”’ With a background of ego 
defenses and psychological development they 
were then able to consider the strivings of 
the id and their relationship to the healthy 
ego. As we talked about the way the ego 
expresses, sublimates, denies and projects 
needs of the instincts both the ministers and 
the psychologists involved, came to have a 
much more healthy respect for each other as 
well as for the inner workings of the human 
personality. 

With the second year the Worcester Area 
Post-Graduate Pastoral Counseling Seminars 
came under the official sanction and “joint 
auspices” of the Greater Worcester Area 
Council of Churches, Inc., and the Worcester 
State Hospital. This joint participation be- 
came more than official sanction. It progres- 
sively involved more and more active coop- 
eration. A letter was prepared by the Coun- 
cil of Churches and sent to the ministers in 
the central Massachusetts area. In response, 
36 applications were received. From the orig- 
inal 36 applicants a group which attended 
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consistently was formed. A large percent- 
age of this group missed no more than one 
session during the year. The majority of 
the Protestant denominations were repre- 
sented on the local level. Baptist, Methodist, 
Congregationalist, Universalist, Presbyter- 
ian, Episcopalean, and Lutheran. 

Joint auspices to the potentially partici- 
pating ministers apparently meant accept- 
ance of the Council of Churches, and when 
this acceptance became a reality, several of 
the clergymen who had previously been re- 
luctant, now readily approved participation. 
The Hospital Chaplain, who was additionally 
a practicing parish minister in the area, was 
present during each seminar at which the 
psychiatrist led the discussion. His role in 
silently supporting the psychiatrist should 
not be underestimated. When the chaplain 
led the discussion the psychiatrist was like- 
wise present. 

A brief perusal of the scheduled seminars 
reveals that the early sessions were con- 
cerned with an observational construction 
of general developmental theory viewed from 
a psychoanalytical background. The discus- 
sion of the infant seemed especially appro- 
priate; most of the ministers have families 
and children. The reaction of the infant, his 
needs, his frustrations, his ways of dealing 
with his environment were outlined. Some 
of the theoretical notions in regard to the 
development of schizophrenia were outlined. 

Contiguously, the period of toilet training 
was discussed, with the various ways of af- 
fecting it, the attitudes of the parents in- 
volved, and the child’s reaction to these 
events. The obsessive-compulsive personal- 
ity structure, which might be formed during 
this period, was outlined, along with an idea 
of the treatment. 

The Oedipal complex, its meaning, its ef- 
fect on growth and maturation, its ways of 
resolution, and its significance for adults, 
was discussed. Something of the theory of 
hysteria was brought out here. A discus- 


sion of orality in the hysteric was logically 
presented. The ministers were encouraged 
to participate by culling from their experi- 
ence instances which might more firmly fix 
some of the theoretical concepts in their 
minds, The period of latency was considered 
at length, largely through the ministers’ 
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community involvement and their constant 
opportunity to observe boys and girls of that 
age. Learning, repression, and sublimation 
were here fully discussed. Puberty, its psys- 
iological and psychological meanings, and 
its relationship to earlier periods of devel- 
opment, was studied. The difference in mat- 
uration of the male child and the female 
child was examined. Much time was given 
to the discussion of adolescence, and again 
many of the ministers could draw on their 
own experience for observations. It was felt 
that the best possible grounding in reality 
problems might be obtained by using this 
type of inductive theorizing, or teaching by 
experience. Late adolescence and adulthood 
were examined somewhat more briefly. 

Following this observational approach to 
some of the psychoanalytic notions of de- 
velopment, the “topography of the mind’’— 
in terms of the ego, super-ego, and the id, 
was discussed. Particular emphasis was 
placed upon the ego’s somewhat central po- 
sition, and the relationship of the various 
faculties of the mind to the reality of the 
outside world. 

Next was presented the ego and its mech- 
anisms of defense. Not wishing to repeat 
the error of the first year, more time and 
emphasis was placed, not upon the instincts 
essentially, but upon the instincts as they 
are regulated, expressed and controlled by 
the ego. It was here that the first example 
of an ego defense was introduced. The mech- 
anism of denial, though one of the more 
primitive ego defenses, seemed a fitting illus- 
tration when considering the ministers’ con- 
stant involvement in mourning and other se- 
rious loss reactions, in many of which in- 
stances denial of loss had been evident to 
the clergyman. It was stressed in the dis- 
cussion of the uses of denial that there could 
be certain cases, usually emerging out of 
more chronic situations, in which gains to 
the ego might result through its application. 
For example, the way in which the denial of 
a sudden death could protect the ego against 
an immediate cataclysmic shock was dis- 
cussed. It came to the mind of several par- 
ticipants that many laymen, when seeing an 
apparently unshaken relative standing at the 
grave of a dearly loved person, would utter 
this remark, “Still water runs deep.” 
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The processes of repression, forgetting, 
and other influences upon unsolved residual 
conflicts, were next outlined. Regression 
and projection were then considered. It was 
observed that the projection of responsibil- 
ity may save a faltering ego from the brunt 
of personal responsibility and consequent de- 
pression. The ego state of depression and 
the treatment of the paranoid were outlined. 
Later, replacement, substitution, and subli- 
mation were brought to discussion, The nice- 
ties, nuances, and, as one of the ministers 
oftered, beauties of the process of sublima- 
tion were lengthily brought to light. The 
complexities of the human mind seemed to 
many of the ministers a further testament 
to the glory of God. 

Following these topics the schizophrenic, 
the manic-depressive, and involutiona] reac- 
tions were outlined. It was gratifying to 
note that the language of the psychiatrist 
had become familiar enough to the ministers 
so that constani definitions were no longer 
necessary. The ministers were able to offer 
innumerable examples from personal experi- 
ence for the elucidation of the theoretical 
aspects of the discussion. 

Several weeks were devoted to the joint 
study of loss reactions. The minister is cus- 
tomarily the individual to deal with imme- 
diate loss reactions, rather than the general 
practitioner of medicine, and even more 
rarely, the psychiatrist. The subject of loss 
reactions was introduced with the example 
of the mourning process, which was dis- 
cussed in terms of objects, object images, 
and libidinal cathexes. It was possible to 
show that a person’s loss reaction depends to 
a major extent upon his previous experience 
with loss. Various types of loss reactions 
were discussed with particular emphasis on 
the minister’s function on such occasions. 
One minister offered as an example a woman 
who had lost her husband suddenly, and 
who, in a matter of weeks, requested that the 
clergyman marry her to another man, It 
became clear to the minister that unless her 
previous husband’s death had been long an- 
ticipated, it would be rare for a woman to 
cope with this loss in so short a time. Such 


a reaction on the part of the widow might 
well represent a replacement of the object 
without significant alteration of the object 
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image. The consequence of being a party to 
such action was discussed. The clergyman 
could then see the value of “declaring a 
moratorium” on such actions. 

The minister’s role in counseling, not only 
as he might see it, but also as his parishion- 
ers might envisage him, was logically intro- 
duced here. The observation was made that, 
while the minister might not feel very God- 
like, his parishioners might nevertheless, see 
him as “God’s right hand man.” The signifi- 
cance of previous relationships of the person 
coming for counseling to other father figures 
was discussed. Two hours were devoted to 
the problems of transference and the risks 
of probing. 

Community resources available to the min- 
isters on consultation were outlined. Re ve- 
sentatives of the local family service organi- 

ation, youth guidance center, state hospital, 
and out-patient “psychosomatic clinic,” dis- 
cussed the roles of their organizations in the 
treatment of the mentally disturbed. We 
were fortunate in having with us the Court 
Officer who has many practical contacts with 
the mentally ill. He outlined his place in 
the commitment and transportation of pa- 
tients, and the careful, dignified ways in 
which these matters are handled. 

Those attending the twenty-sixth to thir- 
tieth seminars heard case presentations 
given by four of the participating ministers; 
one was presented jointly by the two group 
leaders. The latter involved a young mar- 
ried woman with an obsessive-compulsive re- 
action, who was seen by the medical psy- 
chologist in supportive and manipulative 
therapy for a period of several months, Dur- 
ing this time, the chaplain was working 
with the husband and his problems, which 
proved amenable to pastoral counseling. This 
case report depicted the closely interacting 
efforts of the two leaders of the seminars. 

Three, two-hour sessions were devoted to 
the organic problems of the brain and per- 
sonality. Particular emphasis was placed on 
the aging process, both from the standpoint 
of the normally progressive instance and 
that of senility. The problem of arterioscle- 
rosis was presented in a separate seminar. 
The role of individual psychological reactions 
to organic conditions was discussed under 
the heading: “The Organic Psychoses As 
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Rea . ui Patterns.” The various ways in 
whicn an individual might react to memory 
failure were examined. It was pointed out 
that while one oldster might carry a note- 
book to supplement memory, treating the 
memory loss as a quiet joke upon himself, 
seeing the irony of the fact that we are all 
“prisoners of our own cells,” another might 
display a sense of hopelessness and catas- 
trophic rage. These reaction patterns were 
related to the previously established ways of 
dealing with personal losses, Another semi- 
nar dealt with such organic afflictions as tu- 
mor, birth damage, and acute anterior polio- 
myelitis. 

Two hours were devoted to the referral 
problems of the ministers. Some had previ- 
ously experienced strained and unfortunate 
relationships in seeking help for their pa- 
rishioners. The ways of referring people to 
private practitioners, hospitals, and clinics 
were discussed. This session attempted to 
prepare the ministers to utilize our commu- 
nity resources better. The mechanism of 
“transference cures,” the value and limita- 
tion of such relationships, were discussed. 
The “typical” transference of the parishioner 
to the clergyman—that of son to father— 
was outlined. While this transference is 
usually of a positive nature, the possibilities 
of a negative transference of similar content 
were exp_ored. 

A general introduction to psychological 
testing, the techniques and values as well as 
some of the pitfalls, was discussed by a mem- 
ber of the Department of Psychology. Intel- 
ligence tests, the Thematic Apperception 
Test, and the Rorschach were introduced as 
examples. The previously considered mech- 
anism of projection was reintroduced here. 
The following seminar dealt with supportive 
counseling and case presentations were 
given. The value of knowing something 
about underlying personality problems, ver- 
sus probing into them, had a place here. The 
chaplain-leader gave a special session on the 
role of Christian belief in counseling. The 
seminars concluded with some discussion of 
premarital and marital counseling. Here the 
risk of a triangular situation developing 
when interviewing man and wife together 
was outlined. 

Early in the second year, with a more for- 
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mal recognition and construction of the sem- 
inars, repeated requests were made to study 
the problems of accreditation of the courses. 
This request was made by the ministers 
who were periodically taking post-graduate 
courses with the object of obtaining more ad- 
vanced degrees. It gradually became appar- 
ent that an official ietterhead was necessary 
if the spirit of this joint endeavor was to be 
carried out in correspondence. For this pur- 
pose, five dollars per participant was solic- 
ited to provide stationery which would ade- 
quately indicate the two auspices and the ad- 
ministrative leaders thereof, as well as the 
two leaders of the seminars and their re- 
spective titles. This was the only fee re- 
quired during the period of the seminars. 
In the immediate Boston area there are 
five well known Protestant seminaries: Epis- 
copal Theological Seminary (Sectarian), 
Cambridge; Andover Newton Theological 
School (Baptist and Congregational), New- 
ton; Crane Theological School of Tufts Uni- 
versity, Medford; Boston University School 
of Theology (Methodist); and the Divinity 
School of Harvard University (of Unitarian 
origin), Leaders in the schools, either the 
respective deans or the chairmen of the de- 
partments of Pastoral Psychology, were con- 
tacted personally in interviews at which both 
the chaplain and the psychiatrist were pres- 
ent. The mutual acceptance of each others’ 
standards became immediately and pleas- 
antly apparent at the seminaries. The gen- 
eral consensus was that the leaders of the 
seminars need be appointed to the faculty of 
only one of the local seminaries, since a pro- 
vision is in effect allowing students of any 
one of these seminaries to take specific 
courses at any one of the others and receive 
full credit at their own institution. The cor- 
diality and spirit of cooperation which was 
fe't by the psychiatrist, unversed and unfa- 
miliar as he was with the problems involved 
in dealing with Protestant seminary profes- 
sors, was a source of pleasure, and gave the 
leaders of the seminars ample evidence of 
the interest which was developing in the 
seminaries in regard to mental health and 
pastoral psychotherapy. At this writing both 
of the authors are to be considered for fac- 
ulty membership at one of the five involved 
schools. By matriculating at this institu- 
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tion, at least four hours credit would be al- 
lowed for the seminars in Worcester. The 
students may transfer this credit to their 
own institution. The theological school at 
Andover Newton has furthered this connec- 
tion by sending candidates for the S.T.M. de- 
gree to the Worcester State Hospital during 
the academic year for one day per week. 
Half of this time will be spent on the wards, 
and half in seminars. An arrangement has 
been proposed through which the senior au- 
thor would teach a course in interview tech- 
niques on the campus of one of the five in- 
volved schools the following year. 

One of the apprehensions of the psychia- 
trist was that he might be regarded as a con- 
vert to religion from science, and that part 
of the welcome and cooperation might be de- 
termined by this factor. It later appeared 
that-the tensions which have frequently ob- 
tained when the minister or the seminary 
professor attempted to speak freely with a 
member of the psychological profession, 
were dissipated by the willingness of the sci- 
entist to discuss freely the general area with 
the ministers, while continuing to maintain 
an element of scientific detachment. 


Plans 
Plans are being laid for another seminar, 
structured similarly to the second year, 
again beginning in October and lasting until 
June. It has been obvious that the minis- 
ters cannot be expected to sit repeatedly 
through the same sessions. With this in 
mind, a smaller group of former participants 
doing pastoral counseling in their respective 
parishes, has been contemplated. This group 
of six to ten practicing parish ministers meet 
one evening per week. This seminar would 
not be primarily concerned with the theo- 
retical background, but rather would offer 
group supervision of counseling efforts, tak- 
ing up only such theoretical material as may 
be immediately related to the problem at 
hand. The ministers have indicated their 

interest in such a group. 


Pastoral Counseling: Attempts at 
Definition 
We have tried individually to define our 
respective ideas of pastoral counseling. The 
senior author has come to regard it as a 
type of intuitive, reality-oriented, supportive 
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therapy in the untrained. It has been the 
hope of this physician—which has been jus- 
tified by experience—to add scientific in- 
sight largely of a psychoanalytic, theoreti- 
cal framework, to this intuitive understand- 
ing of the counseling minister. 

From the point of view of the chaplain, 
pastoral counseling involves the individual’s 
relationship to God, himself, and his fellow 
human beings. In every counseling situation 
where a clergyman is a participant, it is im- 
plied that the ‘two must face a third.”*’ The 
individual seeks help from the clergyman 
because, in his eyes, the clergyman is a rep- 
resentative of God. The clergyman may be 
viewed as a judge or a loving father, some- 
one who will punish or someone who will un- 
derstand. Previous experience may well de- 
termine which attitude will be taken. 

Thus pastoral counseling may be viewed 
as a relationship between pastor and people, 
in which is revealed the love, forgiveness, 
and acceptance of God. This becomes more 
than supportive therapy. It is that factor 
which, coupled with insight, is able to change 
the lives of people, to help them discover 
values beyond themselves as well as within 
themselves. 


Results 


1. It was mutually hoped that the minis- 
ters of the area would become more inter- 
ested and better informed as to the problems 
of mental illness. With the area clergymen 
spending two hours a week within the State 
Hospital, their interest and involvement was 
immediately apparent. At their request, vis- 
its were arranged in all parts of the hospital. 
Ample opportunity for discussing their ob- 
servations with one of the seminar leaders 
was provided. These visits stimulated a gen- 
eral increase in the visitations of the clergy 
to patients who were connected with their 
churches. Frequently, before such a visit, 
the minister would discuss the problem of 
such interviews with one or both of the di- 
rectors of the project. Informal continued 
supervision of such visitations was offered 
and accepted. Thus the efforts at pastoral 
counseling were dovetailed with the psycho- 
therapeutic efforts of the hospital staff as- 
signed to the particular patient. 

Inherent in the entire program has been a 
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free and open discussion of any problems 
that might arise. Perhaps one of the saving 
features of this system has been the con- 
stant recognition on the part of the psychia- 
trist, and of the other hospital staff mem- 
bers, that the ministers represent a group 
comprised of conscientious and ethical indi- 
viduals, seeking frequent consultations ra- 
ther than to risk error. This has been enough 
to insure their cooperation and to alleviate 
any fear of unguided, unilateral action with 
the patients. This informal consultation con- 
tinues when the patient leaves the hospital, 
the minister contacting the responsible staff 
member, as well as the leaders of the group. 

2. The Protestant ministers have fre- 
quently referred to the psychiatrist, for con- 
sultation and evaluation, parishioners who 
may need psychotherapy, hospitalization, or 
other procedures. The type of referral has 
constantly improved. The ministers have 
been active in preparing parishioners for out- 
patient psychotherapy, when they felt it was 
indicated. Information of the character of 
a brief, but concise, diagnostic summary has 
been made available to the psychiatrist by 
the ministers of particular patients. The 
value of this is enhanced by their ability to 
speak the scientific language of the psychia- 
trist. The patients referred for psychother- 
apy have been especially acceptable, since 
they are mostly “fresh” problems without 
previous psychiatric intervention. The min- 
isters’ progressive understanding of the val- 
ues and limitations of psychotherapy has 
been obvious in that the referred patients 
have been almost wholly excellent psycho- 
therapeutic prospects. 


3. Another important effect can be seen 
by observing the outdoor bulletin boards in 
front of the many churches represented. It 
is not infrequently observed that the ser- 
mon subject is mental health. In this way, 
some contact with the problems of mental 
health and illness, and the role of the Wor- 
cester State Hospital, has been carried to 
thousands within the area involved. While 
it is extremely difficult to measure fully this 
impact on the community, it has been the 
feeling that the message carried by the min- 
isters has been a factor in the improvement 
of the community relationship with our hos- 
pital. More important than our local gain, 
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has been the better attitude generated to- 
ward the general problem of mentai disor- 
ders within the central Massachusetts area. 

4. Largely under the influence of the lead- 
ers and members of the seminars, interest 
has arisen in the investigation, planning, and 
formation of a pastoral counseling center for 
the Worcester area. A committee was 
formed, consisting of two prominent Pro- 
testant ministers, the superintendent of the 
Worcester State Hospital, the executive sec- 
retary of the local council of churches, the 
director of the Worcester family service or- 
ganization, and the two leaders of the semi- 
nars. Following a discussion, a counseling 
center was formally instituted by the 
Greater Worcester Area Council of Churches. 
It has begun in a modest way, with office 
space available at the headquarters of the 
Council of Churches; the Protestant chap- 
lain of this hospital and director of the sem- 
inars is already working there. Psychiatric 
consultants are planned, as well as secre- 
tarial service and Protestant consultants 
from the various denominations who have 
been trained in the seminars. 
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Treatment Technique and Apnea in Electroshock 


T. J. MARSHALL, M.D., and D. Dosss, M.D. 


Liberson' in 1953 reviewed the physiologic 
and psychologic changes occurring in the 
_ course of electroshock therapy, particularly 
contrasting the effects of the conventional 
Cerletti-Bini technique? with the Liberson 
Brief Stimulus Therapy technique (BST).’ 
Liberson noted a number of advantages in 
the BST method; however, he stated that 
“post-convulsive apnea in some patients may 
be just as pronounced as with the classical 
technique.” In the interval since 1953, the 
use of ultra-short acting barbiturates and 
muscle relaxants has become an accepted 
part of the treatment; the use of these 
agents has introduced additional factors 
which influence the treatment. Under these 
conditions, it was the impression of one of 
us (T.J.M.) that the duration of post-convul- 
sive apnea following BST was, in general, 
less than that occurring with conventional 
treatments; this study was undertaken in or- 
der to corroborate this impression. 

Observations were made on 100 unselected 
treatments by the conventional Cerletti-Bini 
technique and 100 BST treatments. In this 
study the conventional technique was char- 
acterized by short treatment duration (0.4 
to 1.0 sec.), high amplitude unmodified al- 
ternating current (60 cycles per second), 
and bi-fronto-temporal electrodes. BST was 
characterized by a square wave form with a 
pulse duration of 0.3 to 0.7 milliseconds, fre- 
quency of 120 pulses per second, total treat- 
ment duration of 5 seconds, and bi-fronto- 
temporal electrodes. Patients were all adult 
males hospitalized at either the Veterans 
Administration Hospital, Durham, N.C., or 
Duke University Hospital. Intravenous thio- 
pental sodium or thiamylal sodium was given 
followed by succinylcholine chloride. There 
was no observable difference in the level of 
anesthesia in the two groups. Following the 
administration of these agents artificial res- 
piration was carried out using 100% oxy- 
gen. The electrodes were then applied and 
the treatment was administered. The dura- 
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tion of the resulting seizure and the apnea 
were timed. The starting point for each was 
arbitrarily taken as the instant the actual 
treatment was begun, regardless of the treat- 
ment duration. The end point of the seiz- 
ure was taken as the last observable clonic 
movement, The end point for the duration 
of apnea was that moment when the patient 
first made inspiratory movements. 

Data obtained are summarized in Table I. 
The mean duration of seizure for the conven- 
tional treatments was 36.1 seconds as com- 
pared to 41.4 seconds for the BST group. 
(P — <.01.) However, when the duration 
of apnea is studied, it is found that in the 
BST treatments the mean is 65.6 seconds as 
compared to the greater duration with the 
conventional treatments of 97.0 seconds 
(P = <.001). This result differs from the 
period of apnea averaging 1.9 minutes as 
measured by Wilson and Nowill* who used 
the Cerletti-Bini technique. The longer du- 
ration in their group would be magnified by 
the addition of the duration of the seizure, 
since their period of apnea was measured 
from the end of the seizure. In the present 
study the shorter duration probably repre- 
sents improved anesthetic techniques. The 
mean dose of succinylcholine administered in 
each group was 25 mg. The amount of thio- 
pental sodium or thiamylal sodium differed 
scmewhat in that the mean for the conven- 
tional group was 288 mg. and the mean for 
the BST group was found to be 238 mg. In 
spite of this difference in dosages in the two 
groups there was no difference in the level 
of anesthesia. In the BST-treated patients 
the duration of seizure is approximately five 
seconds longer than in the patients receiving 
conventional treatments. It is probable that 
this difference is the result of the longer 
treatment duration of five seconds in the 
BST group and one second or less in the con- 
ventional group. In addition, it was our im- 
pression that even with the use of the bar- 
biturate and muscle relaxant, the seizure 
manifestations were less pronounced in the 
BST group. Of greater importance is the 
significant difference in the duration of the 
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apnea in the two groups, actually amounting 
to approximately one-fourth less apnea with 
BST than with the conventional technique. 

The duration of apnea following electro- 
shock therapy apparently is a function of the 
seizure and would appear to be related to the 
type of current used, Roth’ proposed a the- 
ory of the action of electroshock therapy, in 
which he stated that the effects are due to 
its action on the diencephalon. The differ- 
ence in the duration of apnea would suggest 
a less severe post-ictal depression of respi- 
ration using BST. This difference is pos- 
sibly related to diencephalic influences on the 
respiratory center. 

When muscle relaxants are used in the ab- 
sence of trained anesthesia personnel the 
parameters of the electric current used 
should be considered in order to increase the 
safety of electroshock treatments. 
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TABLE I 
BST Conventional 


Mean duration 


of seizure 41.1 sec. 36.1 sec. P= <.0l1 
Mean duration 

of apnea 65.6 sec. 87.0 sec. P= <.001 
Mean dose succi- P = not 

nylcholine 25 mg. 25 mg. significant 
Mean dose thio- 

pental sodium 238 mg. 281 mg. —— 

or thiamylal 

sodium 
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Symptom Relief, Authority Substitution, and Suggestibility, 
with Special Reference to Hypnotherapy 


JEROME M. SCHNECK, M.D. 


The pui pose of this paper is to review per- 
sonal experience and thinking pertaining to 
symptom relief in psychotherapeutic prac- 
tice, The clinical findings have no doubt been 
part of the experience of other psychothera- 
pists and some views expressed may coincide 
with those of other clinicians. 


Symptom relief or removal has a long his- 
tory. Its effectiveness in psychotherapy va- 
ries now and has varied through the years in 
the experience of therapists working under 
differing theoretical orientations. Some 
claim excellent results and others decry such 
efforts as completely ineffective. Both as- 
sertions are probably exaggerations. 


The therapeutic effort may be divided 
roughly into two categories. One aims solely 
at removal of symptoms with no attention 
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to underlying dynamics nor effort to influ- 
ence other aspects of personality functioning 
and stress elements. The second incorpo- 
rates an attempt to take general personality 
features into consideration and to modify to 
some degree other aspects of personality 
functioning. The most obvious and highly 
simplified example of the first approach may 
be epitomized in a hypnotherapeutic setting 
by authoritative command for symptoms to 
disappear without reference to any other is- 
sues of psychodynamics. This constitutes a 
widely held caricature of hypnotherapy. The 
second entails some type of modification in 
tone, wording, and timing of suggestions 
with respect to structuring of the interper- 
sonal relationship. It also involves an at- 
tempt at therapeutic influence on the pa- 
tient’s personality problems in general, 
known or inferred, and the degree to which 
this is dealt with no doubt varies consider- 
ably with the needs of the patient and clin- 
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ical judgment of the therapist. Another 
point to be mentioned is the differentiation 
between symptom removal with and without 
insight in the sense of effort to assist the 
patient in achieving a measure of under- 
standing regarding conflicts that apparently 
have played a role in symptom formation. 
Evidently the achievement of “insight” is 
not necessarily consistent with ability to ex- 
perience temporary or lasting relief, al- 
though with understandings there may be a 
greater tendency to obtain effective results. 
Patients vary greatly in their needs for such 
explorations and in the effectiveness of this 
type of investigation. With such explora- 
tions there is automatically an incorporation 
into treatment of broader aspects of person- 
ality issues than is the case in simple, delim- 
ited, authoritative suggestion. It has been 
pointed out previously that direct symptom 
removal usually foments professional con- 
troversy, as if to imply that the procedure 
is simple but ill-advised.' On the contrary, 
it would appear that symptoms essential for 
maintenance of psychological equilibrium, no 
matter how neurotic this equilibrium may 
be, will not be shed with ease. As a matter 
of fact it could only be an honest admissipn 
that regardless of theoretical orientation, 
long-term psychotherapeutic and analytic 
procedure may so frequently assist in per- 
sonality change of some type, yet fail to re- 
move or significantly relieve symptoms for 
which the patient had originally sought help. 
The disparaging view of a more delimited 
but selective effort at symptom relief, or the 
cavalier attitude toward the importance or 
persistence of symptoms, must be seen as 
involving frequently a face-saving measure. 
The fact is that contrary to the view of 
symptom relief as easy but undesirable, such 
relief or removal is indeed frequently quite 
difficult to achieve. 

With the growth of dynamic psychiatry 
it would be fair to say that simple authori- 
tative suggestion plays increasingly a more 
limited role than it had in the past. Prob- 


ably in most psychotherapeutic settings 
when hypnotherapy is used, the patient-ther- 
apist communication does take into consid- 
eration issues of personality functioning be- 
yond restricted concern with descriptive fea- 
tures of troublesome symptoms. 
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the case may be, the relinquishing of a symp- 
tom may be construed as implying the inter- 
cession of personality readjustment to some 
degree, with some type of ensuing behavioral 
adaptation, This may or may not be clearly 
evident to patient and therapist if the adap- 
tive measures are subtle or perhaps minor in 
type. Furthermore, conscious awareness of 
the nature of any such change is not evi- 
dently a necessity for the patient. Symptoms 
which can be relinquished easily may be ac- 
companied by slight reorganization quite out 
of proportion to the surface significance of 
the symptoms themselves. Symptom disap- 
pearance could be permanent if it played a 
minor role in the totality of dynamic func- 
tioning of the patient whose ego strength is 
good and whose adaptive capacities are flex- 
ible and effective. The reverse is implied in 
cases of recurrence or of spontaneous symp- 
tom substitution. If compensatory mecha- 
nisms do not operate effectively, attempts at 
symptom removal would be unproductive, 
and this problem may persist even during the 
course of long term, intensive psychother- 
apy, unless or until significant personality 
growth can be achieved. Persistent pressure 
tactics to force symptom removal without 
regard to personality needs and over-all ego 
strength is obviously questionable regardless 
of psychotherapeutic technique or orienta- 
tion. 

The nature of the transference relation- 
ship is undoubtedly of great importance in 
technically simple, but not necessarily ef- 
fective symptom removal efforts. This rela- 
tionship as stimulus automatically impinging 
on the personality of the patient may set in 
motion a series of changes leading toward 
beneficial end results. If the stimulus is not 
such as to affect the patient’s personality on 
a long term basis, the apparently beneficial 
changes may be temporary. On the other 
hand, if effective adaptive mechanisms can 
be brought into play, the improvement may 
persist. The nature of the transference plays 
a significant role in the well known experi- 
ence of patients deriving help from one ther- 
apist and not from another, although the 
technical procedures employed are essen- 
tially similar. The fact that such beneficial 
changes can persist at times and be followed 
by more pervasive personality growth has 
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been well known for a long time, although 
unacknowledged by many. Relatively re- 
cently, affirmation of this type of change has 
been acknowledged by Alexander.’ A point 
of interest in this connection is the experi- 
ence of observing, in the case of several 
symptoms, the therapeutic emphasis on one, 
with its alleviation, followed by or accom- 
panied by relief in others without specifically 
defined effort having been made to remove 
them directly. This has been encountered in 
hypnotherapy and hypnoanalysis as well as 
therapy that has not involved used of hyp- 
notic methods.** The change comes about 
apparently on the basis of a common dy- 
namic core to the sum total of symptoms in 
evidence. With resolution of the core con- 
flict, the several symptoms stemming from 
the common base tend to be alleviated. This 
may happen in every day life, spontaneously 
without therapy, as well as during therapy. 
If adaptation is not achieved, substitute 
symptoms may appear. The dynamic equiv- 
alence and relatedness of certain symptoms 
as observed in clinical therapeutic settings 
has been demonstrated more recently by 
Seitz in experimental procedures.* An ac- 
count of a case illustrating some of these 
points follows now. 


The patient, a 28 year old married woman, was 
referred for complaints of ‘‘stomach pain and gase- 
ousness.” Fourteen months prior to consultation she 
became ill with nausea, vomiting, anorexia and 
gastrointestinal cramps. Three days after onset of 
these symptoms she developed an inflamed, sore 
throat with enlargement of anterior and posterior 
cervical glands. A physician made a diagnosis of 
“virus infection.’’ Several days afterwards the pos- 
sibility of infectious mononucleosis was considered. 
Laboratory examinations were performed and the 
patient was told that the latter diagnosis was open 
to question but the problem seemed obscure. Grad- 
ually some symptoms disappeared and the redness 
in her throat vanished. The soreness remained along 
with cervical glandular enlargement. She was ex- 
amined by two physicians when remaining symp- 
toms did not abate and was told she had an “anx- 
iety neurosis.”” She consulted an otolaryngologist 
who said her tonsils were infected and that he could 
understand the diagnostic confusion because the lo- 
cations of the infected areas were difficult to dis- 
cern. He was able to obtain pus with simple pres- 
sure on the tonsils and showed it to the patient. This 
finding was confirmed soon afterwards by other 
physicians. As a result a tonsillectomy was per- 
formed and her throat discomfort disappeared. Her 
gastrointestinal distress continued unchanged how- 


ever, and she was experiencing pain every day with- 
out relief until psychiatric contact was established. 

When the patient sought hypnotherapy she re- 
vealed that she accepted the sequence of events re- 
garding the somatic aspects of her problem as out- 
lined. As for the continuation of gastrointestinal 
pain, she believed its original onset apparently re- 
lated to her infection, but its persistence was a so- 
matic expression of psychological difficulty. She re- 
lated it specifically to the diagnosis of anxiety neu- 
rosis which had upset her at the time. She had seen 
it as authoritative opinion and revealed that she 
considered herself a suggestible person, implying 
that the suggestibility exceeded normal limits. It 
was her belief that the symptom might be relieved 
if counteracted by another authoritative influence 
should the suggestibility element be significantly in- 
volved, and that a hypnotherapeutic approach could, 
if used in this way, be representative of such in- 
fluence. She did not imply that existing anxiety was 
linked only to her symptomatic distress, and re- 
vealed that there were other pressures with which 
she had to contend. These included difficulties stem- 
ming from the severe emotional illness of a close 
relative and attendant stress placed on her. The 
demeanor of the patient during consultation re- 
flected her intelligence. She was calm, overtly non- 
resistant, and spontaneous. She did not exhibit 
obvious need to control, made no demands, and 
seemed to be sincerely interested in a professional 
opinion about the possible validity of views ex- 
pressed. She hoped brief psychotherapy could be 
effective. 


The hypnotherapeutic effort involved suggestions 
to allay general anxiety. This was to be accompa- 
nied by diminution and disappearance eventually 
of troublesome symptoms. At the same time she 
was encouraged in her ability to think through and 
deal with problems she might have, so that she 
would find herself capable of functioning more ef- 
fectively in coping with stress situations. The pa- 
tient responded well to the first interview incorpo- 
rating the hypnotherapeutic technique. This ap- 
proach was reenforced in a second session one week 
later. She was seen in check-up interviews the 
following month and one month after that. The 
patient has continued to do well, remaining asymp- 
tomatic. She was treated two years ago. 


Aside from the issues discussed earlier in 
this paper, the theme of authority substitu- 
tion warrants further comment. It plays a 
role in many medical settings as well as gen- 
eral life settings, influences personality func- 
tioning, and at times personality growth. 
Often the need to use authoritative opinion 
as psychological stimulus remains unrecog- 
nized, Also, the need to seek substitution of 
one authority for another may remain un- 
recognized too. The search is undoubtedly 
related to early childhood conditionings and 
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is in essence an extension of needs rooted in 
infantile relationships. If the need is per- 
vasive in personality activities and expresses 
itself repetitiously, then total functioning is 
highly fixated at an infantile level. On the 
other hand, it may come to the fore only oc- 
casionally to serve as a special stimulus re- 
quired at certain turning points in the opera- 
tions of an otherwise more mature ego. It 
may be assumed that the need for authority 
substitution plays an important role in many 
settings largely on an unconscious basis. 
The case outlined above is of interest in that 
the patient was not only aware of this need 
consciously, but was able nevertheless to 
benefit therapeutically. The question arises 
as to whether this is indicative of more in- 
fantile functioning than might otherwise be 
true. Probably it has less to do with level 
of maturity in a general sense, and more 
with the issue of total complexity in beha- 
vioral dynamics regardless of traditional 
concepts of ego development. Conscious and 
unconscious elements regarding choice of au- 
thority play a role too in the selection of a 
specific therapist and fantasies about him, 
as well as in the choice of a particular type 
of therapy. As far as hypnosis is concerned, 
it has been pointed out previously that it has 
a variety of equations for people, and among 
others these have to do with sexuality, death, 
and re-birth themes.** Thus, the search for 
hypnotherapy or benefit derived from it as a 
result of simple authoritative suggestion 
may, for example, relate to readiness for per- 
sonality reorganization as part of a deep in- 
ner need for psychological rebirth.° 

The case presented above is only one of 
many that have been encountered which il- 
lustrate the point of therapeutic change dur- 
ing very brief contact. Such cases are far 
outnumbered by therapeutically unsuccess- 
ful examples where the request for hypno- 
therapeutic help within one or two sessions 
is basically an unrealistic expression of un- 
conscious needs and fantasies seeking imme- 
diate gratification. Often, more may be ac- 


complished for the patient in discouraging 
this type of search in the hope that a re- 
evaluation of therapeutic needs may follow, 
than by acceding to such requests when the 
unrealistic wishes of the patient are ascer- 
tained in advance. 
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The final item for discussion is suggestibil- 
ity. It is often assumed that the greater 
the degree of suggestibility the easier the 
hypnotic induction and the more efficacious 
the functioning within hypnosis. Yet a puz- 
zling feature has been contradictory claims 
regarding patients with hysterical disorders. 
Some reports mention greater hypnotizabil- 
ity, and others lesser response of such pa- 
tients.‘ Personal clinical experience indicates 
that the more important point for suggesti- 
bility and hypnotizability, or suggestibility 
and various aspects of hypnotic behavior, is 
not degree of suggestibility alone. Rather, 
it is the reaction of the patient to conscious 
and unconscious *wareness of his suggesti- 
bility, and his need or willingness to accept 
or reject this aspect of his personality func- 
tioning. If the tendency is to reject, he may 
be unable to achieve a hypnotic state, or he 
may achieve it while demonstrating anxiety 
reactions with negativistic behavior. The 
same reaction tendencies may manifest 
themselves in behavior during the persist- 
ence of the hypnotic state, during termina- 
tion procedure, and in attitudes expressed 
about the hypnotic experience following its 
conclusion. These behavioral manifestations 
will incorporate, of course, not only the sug- 
gestibility attribute, but complex elements in 
total personality dynamics, It is evident, 
therefore, that symptom relief, authority 
substitution, and suggestibility, are closely 
entwined, individually complex, and_inti- 
mately related to the involved fabric of per- 
sonality structure and functioning. 
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Meprobamate as an Aid in Psychotherapy 


WARREN J. MUHLFELDER, M.D., GLORIA L. GARCIA, M.D., and 
HAMBLEN C. EATON, M.D. 


In our search for a drug suitable in psy- 
chotherapy for the withdrawn psychotic pa- 
tient we were guided by three considera- 
tions: 1) The drug had to be effective, i.e., 
it had to help the patient re-establish con- 
tact with his environment and rapport with 
the therapeutic situation. 2) It had to be 
relatively free of toxic side-effects, particu- 
larly as far as apathy and drowsiness were 
concerned. 3) It should not be habit form- 
ing. Some of our modern tranquilizers—ad- 
ministered in effective dosages—may cause 
the patient to become even less spontaneous 
than he had been during the acute phase of 
his disturbance. However, a heavily sedated 
or tranquilized patient will not be suitable 
for psychotherapy either, He will lack alert- 
ness, initiative, spark, and access to what- 
ever motivation he has, will be barred. 

Our attention was first directed to the pos- 
sible benefit of meprobamate in psychotic 
withdrawn patients by a case we treated dur- 
ing 1955 and part of 1956. 


Case History 


This paticnt was 26 years old on admission, an 
unmarricd white female from an unstable family 
background and who had been considered unstable 
herself. After graduation from high school she 
had held various jobs for short periods of time. 
She was resentful toward department heads and 
supervisors. In 1955 she was admitted to a pri- 
vate psychiatric hospital because of delusional pre- 
occupations dating back to 1948. Content of thought 
centered mainly around a man whom she had met 
at a college dance. She thought he had powers 
over her, directed her thinking and everything that 
was happening to her. She believed he had spies 
watching her and that his planes were flying over 
her house to spy. At the private psychiatric hos- 
pital she was diagnosed schizophrenic reaction, 
and from there she was transferred to the state 
hospital. Her ward adjustment was unsatisfactory. 
Though outwardly quiet, she was preoccupied much 
of the time, affectively flat and withdrawn. Her 
physical appearance, though attractive, showed 
signs of neglect and lack of interest. She was un- 
kempt, disheveled, and untidy. 

Treatment with electroshock, Sparine, Thorazine, 
Serpasil, individual and group psychotherapy was 


From Harrisburg State Hospital, Harrisburg, Pa. 


unsuccessful. Patient became more withdrawn and 
preoccupied. One year after admission to the state 
hospital meprobamate 400 mg. four times a day 
was prescribed. The medication was continued un- 
til a total of 140,800 mg. over a period of almost 
three months had been administered. This treat- 
ment was combined after approximately two weeks 
with individual psychotherapy. The results were, 
in contrast to previous unresponsiveness, rather 
spectacular. She became alert, cheerful, sponta- 
neous, cared about her personal appearance, so- 
cialized better with other patients, ward person- 
nel, and her own family, conveyed in addition to 
hee physical assets a sense of inner attractiveness 
and within a short time lost her delusional preoccu- 
pations. She was presented to parole staff after 
about three months, at which time such opinions 


as, ‘‘Appeared to respond to meprobamate ... Has 
shown little previous improvement but did improve 
with meprobamate and some psychotherapy ... Not 


overtly delusional and hallucinated at this time. . 
were expressed. There were no unfavorable side- 
effects from the drug. Parole was permitted and 
patient left the hospital in a state of satisfactory 
remission. 


On the basis of this experience a more 
systematic study with meprobamate and a 
placebo containing essentially the same phys- 
ical characteristics as the drug was started. 
The study was of the double-blind type with 
neither the patient nor the ward personnel 
being aware who was taking the drug and 
who the placebo. 

Twenty patients were selected for the 
study. While their clinical diagnoses were 
at some variance, their symptomatology bore 
resemblance in essential areas. They all 
were withdrawn and in poor contact. Their 
interpersonal relationships had _ suffered 
greatly and they showed considerable self- 
alienation. All patients were individually 
interviewed in advance of the study and, 
once selected, were divided into a drug and 
placebo subgroup. Laboratory studies con- 
sisting of complete blood counts, liver func- 
tion tests, and urinalyses were done one 
week prior to starting them on the drug. 
Medication consisted initially of 800 mg. me- 
probamate four times daily. The control 
group received two placebo tablets four 
times a day. All other treatment had been 
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discontinued one week prior to the start of 
the study. While the patients were on med- 
ication laboratory tests were done every two 
weeks. Total duration of drug and placebo 
intake in this group was two months, There 
was continuous contact with the patients in- 
volved, with frequent evaluation as to bene- 
ficial or adverse effects. Criteria for suc- 
cess were increased alertness, better contact, 
emerging transference, partial insight, i.e., 
realization that they were in need of treat- 
ment, but not cessation of preoccupations, 
hallucinations and delusions, fears, etc. Con- 
siderable concern also focused on the ques- 
tion of toxic side-effects involving kidneys, 
liver, and blood-forming apparatus. Two 
weeks after the drug had been discontinued 
final laboratory tests and psychiatric inter- 
views were conducted. 

All patients in this study were women 
ranging in age from 25 to 63. (Table I.) 
They had been hospitalized from one to 
22 years and were all patients at the time 
of this investigation. Most participants were 
schizophrenics of the various sub-types. In 
the meprobamate group one patient carried 
the diagnosis psychosis with mental defi- 
ciency, but manifested many schizoid trends 
in her personality make-up and was clinically 
indistinguishable from our simple schizo- 
phrenics. In the placebo group all patients 
were classified as schizophrenics. All pa- 
tients on meprobamate and placebo lacked 
insight and were in poor contact with their 
environment. Hallucinations and delusions 
were admitted or present in various degrees. 
None of the 20 patients had any well-de- 
fined incentive for definitive treatment. There 
were vague unstructured wishes to be re- 
leased from the hospital based on residual 
desires to rejoin their families or negativistic 
tendencies to oppose what was felt to be 


TABLE I 
Analysis of Clinical Data 
(20 Patients) 

Placebo Group Placebo Group 
31-63 yrs. 25-51 yrs. 
Hospitalization ................ 2-22 yrs. 1-16 yrs. 

No. or Patients No. of Patients 
Improvement maintained ...... 5 0 
Withdrawal reaction .............. 2 0 
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the doctor’s plan fer them. None of these 
patients seemed to have any concept of team- 
work, or to conceive of any obligation toward 
herself, or to contribute toward getting well. 
They were therefore at best “sitting” and 
waiting for some magical solution—other 
than shock, insulin, or “dope.” 

Meprobamate as well as placebo had the 
advantage of not running counter to the con- 
scious or unconscious expectations our pa- 
tients had from the “new medicine.” They 
were only told that they would be given a 
different tablet and as there was no marked 
effect one way or another from the initial 
medication no objections came to the atten- 
tion of the investigators. 

In the meprobamate group eight out of 10 
patients improved. Greater spontaneity and 
alertness was noted two to three weeks after 
the start of medication. It reached its peak 
in approximately six weeks. Of the two 
unimproved patients one was 51 years old, 
16 years in the hospital; her diagnosis was 
schizophrenia, paranoid type. At no time 
during this study did she show any evidence 
of re-integration. The second unimproved 
patient was 38 years old, had been in the hos- 
pital 15 years; the diagnosis was psychosis 
with mental deficiency. She showed a brief 
favorable response in the beginning which, 
however, she was unable to maintain. The 
other patients of this group were, with one 
exception, in the hospital from two to five 
years. 

Of the improved patients three did not 
maintain improvement after meprobamate 
was discontinued. One patient reverted 
gradually to her original state of withdrawal 
and delusional preoccupations. The other 
two, both in the hospital for four years, had 
what might be considered acute withdrawal 
reactions within the first week after the 
drug was discontinued. One showed an exa- 
cerbation of her paranoid delusions, bizarre 
behavior, a negativistic attitude toward fel- 
low patients and ward personnel; the other 
became perplexed, bewildered, and tearful, 
with disorganization in her thinking a con- 
spicuous symptom. Both required transfer 
to the acute service and institution of a 
treatment plan with one of the accepted so- 
matic procedures. They promptly respondec 
and within a short time reverted to thei 
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“status quo.” Improved patients became 
more pleasant and friendly in their interac- 
tions with ward personnel and other patients. 
They were in better contact with reality and 
found it easier to communicate. There was 
a subjective feeling of greater well-being. 
Verbal productions became more coherent, 
relevant, and plentiful. Excessive somatic 
preoccupations had subsided; blocking was 
no longer a prominent feature. They were 
able to smile readily, showed increased spon- 
taneity and a livelier facial expression. Some 
patients who had been inactive began to en- 
gage in useful pursuits. One of the patients 
who slowed a withdrawal reaction partici- 
pated in the editing of the hospital paper 
while the improvement lasted. Insight on a 
deeper level was not achieved through the 
drug alone, nor did preoccupations, delu- 
sions, etc., disappear entirely—they only be- 
came less space occupying, giving the pa- 
tients a chance to form a greater incentive 
for becoming well, to develop transference 
to their therapist, and to cooperate actively 
with the therapeutic situation. 

Laboratory tests were confined to white 
blood counts, sedimentation rate, hematocrit, 
Hb., blood sugar, BUN van den Bergh, total 
bilirubin, cephalin flocculation test, and urin- 
alysis. White blood counts ranged between a 
high of 10,950, the first count in one patient, 
and a low of 3200, the last count in another 
whose initial count had been 5050 and whose 
count showed an immediate reduction, i.e., 
within two weeks to 3500. Thereafter, in- 
significant fluctuations in the 3000 bracket 
were recorded. Differential counts were clin- 
ically not significant. A relative lymphocy- 
tosis was noted in the case who showed a 
leukopenia. There was no left deviation. 
Sedimentation rates fluctuated between 42 
and seven. It should be mentioned, however, 
that sedimentation readings in the 40 bracket 
are not infrequent in this hospital. Within 
the same cases changes in the sedimentation 
rate were insignificant. All hematocrit val- 
ues were in the 40 bracket. Hemoglobin lev- 
els were all within the normal, ranging be- 
tween 14 and 11.5, not changing much one 
way or another. Blood sugar and BUN val- 
ues determined on two patients were normal. 
Cephalin flocculation gave no indication of 
liver damage. In six patients readings went 
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up to 3+ after 48 hours at one time or an- 
other, No renopathology was suggested by 
the findings in the urinalyses. 

In the placebo group eight out of 10 pa- 
tients remained unimproved. There were 
mild transient changes for the better ini- 
tially among a few patients. These were at- 
tributed to the psychological boost from “a 
new medicine” or, in one or the other in- 
stance, from “therapy per se.”’ One unim- 
proved patient, age 50, five years in this 
hospital, with the diagnosis of schizophrenia, 
paranoid type, appeared more cheerful and 
lively, but continued to lack in coherence, rel- 
evance, and affective appropriateness. At no 
time did she really demonstrate better ac- 
cessibility. Contact with reality remained low 
and therewas noway of reaching her for psy- 
chotherapy or otherwise. An improved pla- 
cebo patient who was 32 years old, four years 
in the hospital, with the diagnosis of schizo- 
phrenia, paranoid type, had some feeling of 
subjective well-being and was somatically 
less preoccupied, ‘minded’ her headaches 
less, was less troubled by auditory hallucina- 
tions, was more accessible, and therefore 
more suitable for psychotherapy. However, 
improvement was not maintained after the 
placebo was discontinued, The second pa- 
tient in this group was 48 years old, had been 
in the hospital nine years, and carried a di- 
agnosis of schizophrenia with mental defi- 
ciency. She insisted that the “medicine” 
made her feel better. There was slightly 
increased spontaneity, less blocking, Better 
rapport for psychotherapy could be estab- 
lished. Two weeks after the placebo had 
been withdrawn the slight improvement was 


TABLE II 


Analysis of Laboratory Findings 
(20 Patients) 


Drug Group Placebo Group 
Hemoglobin Normal Slight reduc- 
tion—1 
Erythrocytes Normal Slight reduc- 
tion—1 
Leukocytes Moderate re- Normal 
duction—1 
Differential count Lymphocy- Normal 
tosis—1 
Urinary findings Normal Normal 
Cephalin Flocculation 
above 3+ None None 
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still observable. One of the placebo pa- 
tients who showed no favorable change was 
placed on meprobamate after conclusion of 
the study. She improved promptly and is 
still in much better contact, more appropri- 
ate and caring for her needs. Improvements 
in the placebo group were considered only 
slight with a minimal degree of transference. 

The same laboratory tests were performed 
on the placebo group as on the meprobamate 
group. White counts ranged between a high 
of 14,050 and a low of 4450. Differential 
counts, sedimentation rates, hematocrits 
were not remarkable; one patient had both 
a reduction in hemoglobin and her red count. 
Other hemoglobin values were within nor- 
mal limits. There was one slight elevation 
of blood sugar throughout the study. Ceph- 
alin flocculation tests were, as may be ex- 
pected, normal. However, there were a few 
instances of a 3+ at the 48-hour reading. 
No abnormalities were noted in any of the 
urinalyses. Toxic reaction not demonstrated 
in laboratory tests was not observed at any 
time either during or upon completion of the 
study. 

Because of the favorable results, mepro- 
bamate therapy was started on ten more pa- 
tients at various times. As in our study, 
about 20° showed no response or an unsat- 
isfactory one. The remainder achieved some 
significant reduction of anxiety level, became 
less withdrawn, less preoccupied, more ac- 
cessible and capable of some transference 
reaction. About 5% of all patients on mepro- 
bamate, 800 mg. four times a day, com- 
plained during the first few treatment days 
of drowsiness. This was counteracted by 
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Dexedrine, 5 mg. at 11:00 A.M., which did 
not influence the patients’ sleep rhythm ad- 
versely and did not reduce the effect of 
meprobamate. For a brief period three pa- 
tients required 1200 mg. meprobamate four 
times a day. The larger dose was well tol- 
erated. 


Conclusions 


Prolonged observation suggests: 

1) That meprobamate in doses of 800 to 
1200 mg. four times a day reduces the anx- 
iety level of the chronic psychotic patient ef- 
fectively, especially in patients hospitalized 
less than five years. 

2) That greater spontaneity, better con- 
tact, and less preoccupation renders the pa- 
tient treated with large doses suitable for 
psychotherapy. 

3) That toxic effects and side reactions 
are minimal. 

4) That further investigations are indi- 
cated to more definitely establish meproba- 
mate as the drug of choice in psychotherapy 
for chronic, psychotic patients. 


Authors’ Note: The drug, meprobamate, used in 
this study, was supplied by Wyeth Laboratories, un- 
der their tradename Equanil. 
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Effect of Nialamide Alone and in Combination in 


Treatment of Depression 


SAM PARKER, M.D. 


Since the discovery that iproniazid ele- 
vates the mood of Gepressed patients, other 
monoamine oxidase inhibitors have been 
studied to determine whether they might 
have similar psychopharmacologic benefits 
without the hepatoxicity associated with 
iproniazid. One of the drugs which has 
proved safe and effective is N-[2-(benzylcar- 
bamyl)ethylamino]-isonicotinamide, desig- 
nated generically as nialamide (Niamid- 
Pfizer). 

Clinical and pharmacological studies in- 
dicate that nialamide provides impressive re- 
lief of psychotic and psychoneurotic depres- 
sion and of such subjective symptoms as ano- 
rexia, insomnia, psychomotor retardation, 
and fatigue.' The following report is of a 
clinical study to determine the effect of ni- 
alamide when administered alone or with 
other therapies in the treatment of depres- 
sion. 


Materials and Methods 


Twenty-seven patients, 14 men and 13 
women, with acute endogenous depression 
were selected at random from private psy- 
chiatric practice for treatment with niala- 
mide. Patients were between 13 and 74 
years old, their average age was 46 years. 
Twenty-three of the patients had one or more 
previous episodes of acute depression, and 
four patients had no history of previous 
mental illness. 

Eighteen of the 27 patients had failed to 
respond or responded poorly to other psy- 
chopharmacologic agents; nine patients had 
not received previous therapy for their cur- 
rent depression. Pertinent symptoms and 
concurrent illnesses are listed in Table I, un- 
successful therapies are listed in Table II. 

All patients received 50-75 mg. of niala- 
mide daily in two or three divided doses. Six- 
teen patients received one or more concomi- 
tant therapies (Table II), including electro- 
shock treatment, central nervous system 
stimulants, tranquilizers or other psycho- 
therapeutic agents. Eleven patients received 


no concomitant psychotherapeutic agents. 
However, when indicated, other drugs, in- 
cluding analgesics and muscle relaxants, 
were administered for treatment of concur- 
rent illnesses. 


Results and Comments 
Twenty-six of the 27 patients improved 
under nialamide therapy. There was no ap- 


TABLE 1 


Pertinent Symptoms and Concurrent 
Illnesses Among Depressed Patients 
No. of Patients 


Neurotic character disturbances .................. 1 
1 
Obsessive and compulSive 1 
Retarded—Brain damage 1 
Encephalitic parkinsonism. 1 


Several patients had two or more pertinent symptoms. 


TABLE 2 
Other Medications Administered 


2g $28 

Bm Az 

Rng 

2Q o 

53 £4 £2 
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Dlectroshock treatment 8 10 
Phenylisopropyl hydrazine .................. 3 
2 
Phenelzine dihydrogen sulfate ............ 3 
Dimethylaminoethanol 1 
Benactyzine and meprohbamate .......... 1 


(Several patients received two or more medications) 
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preciable difference in speed of response be- 
tween patients who received nialamide alone 
and those who also received other types of 
therapy. Although four patients responded 
in two or three days, for the most part re- 
sponses were slow. On the average, patients 
who had failed to respond to previous thera- 
pies required 8-14 days before their first im- 
provement under nialamide, Patients who 
had not previously been treated responded 
somewhat faster, but nevertheless most re- 
quired 5-7 days before their first improve- 
ment. Two patients required 20 days of 
therapy before responding. 

Improvement was first seen in a reduction 
in the severity of symptoms. Patients slept 
better, became more alert and more inter- 
ested in their perscnal appearances. Their 
appetites improved and underweight patients 
began to gain. 

Hypochondriacal complaints decreased. As 
patients attained greater self-sufficiency and 
independence their interest in others in- 
creased. Improvement was usually gradual 
and it was often several weeks before pa- 
tients had optimal responses. Although ni- 
alamide is a slow starting drug, it appar- 
ently produces a smoother effect than phen- 
ylisopropyl hydrazine, phenelzine dihydro- 
gen sulfate, iproniazid or other psychic ener- 
gizers which in some instances cause exag- 
gerated amphetamine-like effects, e.g. jit- 
teriness, pressure of activity. This is an ad- 
vantage of nialamide because such side ef- 
fects may frighten depressed patients and 
retard their improvement. 

Side effects to nialamide therapy were mild 
and infrequent, occurring in only four of 
the 27 patients. A mild hypotension was 
seen in three patients who complained of a 
slight lightheadedness in the morning. None 
of these patients displayed marked evidence 
of hypotension and the side effect did not in 
any way constitute a difficulty in electro- 
shock treatments. In all three cases, hypo- 
tension disappeared in a few days with no 
change in dosage of nialamide. In addition, 
one of these patients also complained of 
“sour stomach,” a transitory side effect 
which disappeared spontaneously with no 
change in nialamide dosage. Another pa- 


tient who received electroshock therapy 
while on 75 mg. of nialamide daily com- 
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plained of a mild, transitory overstimulation 
which disappeared when the dosage of niala- 
mide was reduced to 25 mg. b.i.d. 

The fourth patient attempted suicide while 
on nialamide therapy. After improving rap- 
idly on 75 mg. of nialamide daily accompa- 
nied by a series of four electroshock treat- 
ments, the patient took several nialamide 
and perphenazine tablets in a suicidal ges- 
ture. She was promptly given a gastric lav- 
age, and suffered no ill effects. Nialamide 
therapy was continued at the same dosage, 
but trifluoperazine was also administered, 
5 mg. b.i.d. The patient continued to im- 
prove rapidly and showed no further suicidal 
tendencies, 

Tests of liver function and blood chemistry 
failed to reveal any adverse effects due to 
nialamide therapy. 

Nialamide did not adversely affect the ef- 
ficacy of electroshock treatment. On the con- 
trary, several patients required less treat- 
ment with electroshock than would ordi- 
narily be expected. Particularly gratifying 
was the fact that one patient who had a 
myocardial infarction, and thus was not a 
candidate for electroshock treatment, had 
an excellent response on nialamide 25 mg. 
t.id. He had previously failed to respond 
to therapy with phenylisopropyl hydrazine. 

Nialamide appears to increase to a very 
marked extent the relief afforded by anal- 
gesics or muscle relaxants. Of particular 
interest is the evidence of drug potentiation 
produced by nialamide in one patient whose 
depression was associated with Thomsen’s 
disease (myotonia congenita) and in another 
whose depression was associated with post- 
encephalitic parkinsonism. 


Case Histories 


Patient 1: A 46-year-old dental mechanic was 
treated for depression associated with Thomsen’s 
disease. In this patient, the usual intensification of 
muscle tonus was limited to the thighs and caused 
a marked scissors-gait similar to that noted in cer- 
ebral spastics. He had not responded to any ther- 
apy, and his only reaction to methocarbamol, zoxa- 
zolamine, carisoprodol and other muscle relaxants 
was a feeling of drowsiness. Nialamide, 25 mg. 
b.i.d., was administered along with 700 mg. of cari- 
soprodol daily. He soon noted an improvement in 
mood, better mobility and loss of drowsiness. Al- 
though muscle relaxants had not previously helped 
him, with the addition of nialamide his scissor-gait 
was much improved, he no longer needed support in 
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walking, and no longer toppled when he moved. He 
is now maintained satisfactorily and feels more re- 
laxed and capable. 

Patient 2: A 45-year-old accountant was treated 
for depression associated with encephalitic parkin- 
sonism. He suffered from tremors and stiffness, 
primarily in the left shoulder, loss of associated 
movements, stooping posture, and an oily, mask- 
like facies. In two years of treatment he had re- 
ceived little or no benefit from a variety of anti- 
parkinsonian drugs, including benztropine methane- 
sulfonate, ethopropazine HCl, and captodiamine 
HCl. He was particularly bothered by side effects 
of drowsiness, queasiness, and grogginess. Addi- 
tion of nialamide, 50 mg. daily, to his therapy 
promptly elevated his mood and improved the ac- 
tion of the other drugs on both tonus and tremors. 
The side effects of antiparkinsonian therapy were 
reduced or eliminated. He has been on nialamide 
and antiparkinson drugs for over three months and 
looks almost normal, with no more oily or mask- 
like facies and much improved posture and activity. 


The potentiating action of nialamide was 
also evident in some of the patients who re- 
ceived such phenothiazine tranquilizers as 
perphenazine or trifluoperazine—providing 
improved tranquilization without sedation. 
There was no evidence whatever that niala- 
mide caused any increase in untoward reac- 
tions to the phenothiazines or to any other 
drugs. 

The addition of other psychopharmaco- 
logic agents to nialamide therapy was par- 
ticularly effective in a few cases in which 
nialamide alone appeared to produce only a 
partial recovery. Some patients who had 
failed to respond satisfactorily to therapy 
with tranquilizers and electroshock often 
showed partial improvement on nialamide 
therapy. At the time of maximum response 
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to nialamide, addition of one or more of the 
other agents often produced further im- 
provement. 


Summary and Conclusions 


Twenty-six of 27 patients who received 
nialamide (Niamid-Pfizer) for acute endo- 
genous depression had excellent responses. 
Nialamide is a slow acting drug which re- 
quires, on the average, between 8 and 14 
days before therapeutic effects are notice- 
able. Nialamide appears to enhance the ef- 
ficacy of supplemental therapies, including 
phenothiazine tranquilizers, electroshock 
treatments, analgesics, and muscle relaxants. 
Depressed patients often responded better to 
combined therapy with nialamide supple- 
mented by tranquilizers and/or electroshock 
than to any of these methods of treatment 
alone. 

Side effects were mild. Three patients ap- 
peared to have a slight, transitory reduction 
in systolic blood pressure, and one patient 
made a suicidal gesture. Laboratory tests 
gave no evidence of hepatotoxicity or blood 
dyscrasias. 

Nialamide appears to strengthen ego func- 
tion and to improve accessibility to psycho- 
therapy. It is a safe, slow acting drug with 
a smooth effect of value in treating depressed 
patients. The ability to improve the pa- 
tient’s psychic condition and to potentiate 
the activity of other drugs combine to make 
nialamide a particularly effective drug for 
treatment of depression. 


REFERENCE 
Supplement, Dis. of Nerv. Syst., 20:8, August 1959. 
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Report on a New Drug, Captodiamine 


A Preliminary Investigation 


CHARLES W. CASTNER, M.D., and Roy C. NoBLE, M.D. 


At the Rusk State Hospital during the past 
two years captodiamine hydrochloride* has 
been evaluated in two open wards in the 
management of chronic psychotics and as an 
adjunct to basic therapy in patients under 
active treatment. 

The compound, p-butylmercaptobenzhy- 
dryl-beta-dimethylaminoethylsulphide, was 
developed in Denmark and has been sub- 
mitted to intensive clinical study in Europe, 
South America, Canada, and the United 
States for the past four years. These evalu- 
ations led the manufacturers to conclude 
that captodiamine hydrochloride is a ‘‘non- 
hypnotic stabilizer” because its overall effect 
was not primarily to relieve the symptoms of 
tension but also to ameliorate the underlying 
emotional instability of tension states. This 
was suggested by the medication’s effective- 
ness in relieving either agitation or depres- 
sion resulting from tension, without impair- 
ment but rather improvement of abilities to 
think and function. 

The literature specifically reports this ac- 
tion in the following indication: 1) the con- 
trol of hyperactive children with brain dam- 
age,' 2) an aid in psychotherapy,’** 3) an 
“anti-repressant” or “loosener” in psychotics 
(primarily schizoid),° 4) stabilization of 
neurotic tension states manifested in agita- 
tion or depression,*-*** and 5) in the control 
of psychosomatic patterns caused by ten- 
sion.***:* 

In addition, functional gastrointestinal 
diseases were particularly benefited, prob- 
ably because the drug also has a direct mus- 
culotropic spasmolytic action on smooth 
muscle.*” 


At Rusk State Hospital we were inter- 
ested in investigating a drug which might 
stabilize the manifestations of tension in 
psychotics, especially in patients receiving 
domiciliary care. We have obtained good 
control of psychotic symptoms with both 


*Supplied as Suvren® by Ayerst Laboratories, 
New York, New York. 


tranquilizers and stimulants, but once this 
control was established and the patient ori- 
ented we also needed individual therapy 
which would control tension and at the same 
time aid in adjustment. 

We, therefore, decided to evaluate the 
drug in 60 selected patients falling into two 
categories—1) Patients showing favorable 
progress on active therapy (14 of the pa- 
tients). 2) Domiciliary patients presenting 
problems in ward management, such as con- 
stant psychosomatic complaints (2/3 of the 
patients). We used captodiamine hydro- 
chloride in the former both during rehabili- 
tation therapy and after release from the 
hospital as an aid in emotional stabilization. 
In the chronic patient it was given in the 
hope that it would help him into a more pro- 
ductive institutional life. 

Patients receiving rehabilitation therapy 
were given the drug adjunctively with tran- 
quilizers, stimulants, electric shock therapy 
or psychotherapy, depending on the stage of 
progress. In the chronic patient it was ei- 
ther given adjunctively or alone. 

The patients studied were primarily schiz- 
oid in type. They had been hospitalized on 
an average of eight years, with a range of 
under one year to over 25 years. They were 
from 16 to over 60 in age and were about 
equally divided as to sex. 

Tension, manifested as agitation, depres- 
sion or psychosomatic disorders, was a com- 
mon denominator in all patients. In many 
the symptoms were multiple. Some of the 
patients presented tension manifestations 
which had not responded to prior tranquil- 
izers or stimulants. 


Tension, particularly, in the chronic pa- 
tient, appeared as absorption in fears and 
complaints, which in some were so “chronic’”’ 
they refused to work or participate in hos- 
pital activities. Some simply spent all their 
time in bed; others spent all their energies 
in reciting their ailments. In those whose 
tensions were seen as withdrawal or depres- 
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sion there was disinterest in themselves and 
their environment. 

Psychosomatic complaints were frequent, 
especially gastrointestinal ailments. Many 
had a combination of symptoms—headache, 
generalized aches and pains, vomiting, nau- 
sea, cramps or gas, or fear of food and con- 
stipation. 

Dosage: In all patients initial dosage was 
usually 100 mg. four times a day for 7 to 
14 days. After this period a maintenance 
dose was determined, which in most patients 
was 50 mg. two to three times a day. This 
reduced dosage was generally used when 
tranquilizers were also in the regimen. It 
was also possible in some patients to reduce 
the tranquilizer dosage. 


Results 


in an evaluation such as this results must 
be based primarily on observations of the pa- 
tient’s overt behavior and performance. Such 
clinical impressions cannot be decisive and 
cannot point to a specific pharmacological 
effect of a particular medication. However, 
in judging the effects of captodiamine hydro- 
chloride we could in some measure rely on 
our impressions when it was given alone or 
given after other drugs had failed to draw 
out a response and when patients exhibited 
clear cut and consistent improvements in be- 
havior and performance, 

Furthermore, the drug was given to pa- 
tients with chronic complaints. This is some- 
times a practical criterion of the efficacy of a 
medication, We, therefore, felt warranted in 
concluding the following about the useful- 
ness, limitations and safety of captodiamine 
hydrochloride. The accompanying case re- 
ports illustrate the effect obtained on the 
patient’s mental outlook and behavior. They 
do not represent cures. 


1) Captodiamine hydrochloride therapy 
appeared to release the basic tension whether 
it was in the form of agitation or with- 
drawal. 


Case Histories 


M.B.; catatonic schizophrenia; rehabilitation ther- 
apy. The patient was uncontrolled, noisy and un- 
cooperative with incessant complaints of stomach 
pains and headaches. Prior therapy with both 
chlorpromazine and reserpine brought no improve- 
ment in behavior or complaints. After captodia- 
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mine hydrochloride therapy, however, she was able 
to start rehabilitation therapy. She became quieter, 
interested in her problems and showed a concern for 
her personal appearance. After therapy with the 
drug, and for the first time in her year of hospitali- 
zation, she started working at a regular ward job 
and participating in recreation. 


C.H.; paranoid schizophrenia; hospitalized for two 
years. He received captodiamine hydrochloride as 
the only drug in overall therapy. This patient had 
lived in constant depression, governed by fear, par- 
ticularly fear of food and constipation, and as a 
result refused to eat. After therapy there was clear 
cut lifting of fear. Food no longer brought on com- 
plaints, and his attitude shifted from depression to 
alertness and cheerfulness. 


2) Captodiamine hydrochloride therapy 
was effective in psychosomatic complaints. 
In addition to psychogenic benefits there 
seemed to be an independent spasmolytic ac- 
tion which aided in the relief of functional 
gastrointestinal disorders. A marked bene- 
fit was observed in gastrointestinal com- 
plaints. 


Case History 


C.H.; paranoid schizophrenia; rehabilitation ther- 
apy. Patient received only captodiamine hydro- 
chloride as adjunctive drug therapy. Before admin- 
istration of the drug he had spent his two years 
of hospitalization complaining constantly of abdom- 
inal cramps and headache, and had resisted work 
and other activities. After therapy he lost all GI 
symptoms and his headaches becam» :nfrequent. He 
volunteered to work and became generally coopera- 
tive and interested in rehabilitation. 


3) Therapy was not associated with drow- 
siness, lassitude, loss of initiative or depres- 
sion, In general, patients were better able to 
function and cope with actual problems. In- 
terest and cooperation were the rule, not 
mere acceptance and sedation, 


Case History 

F.W.; manic depressive; chronic domiciliary pa- 
tient hospitalized for 15 years. Before receiving the 
drug she consistently refused all social contact, 
wearing no clothes, seeing no company and receiv- 
ing no mail. She was tense and nervous. After 
therapy there was a decided change in her long- 
standing patterns. She began to be interested in 
her personal appearance and her environment, ac- 
cepting the clothes, company and mail she had for- 
merly rejected. 


4) Captodiamine hydrochloride was effec- 
tive for maintenance therapy after discharge 
from the hospital. It aided in emotional sta- 
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bility and adjustment to a new environment. 
It was preferable to other maintenance ther- 
apy because it did not merely control symp- 
toms and did not produce euphoria, and 
therefore could not be used by the patient to 
make him feel better. 

5) There was no tendency to habituation 
or dependency even in patients receiving the 
drug steadily for two years. This was ap- 
parent when it was discontinued in some pa- 
tients and no withdrawal symptoms were ob- 
served. 

6) There was no evidence of toxicity or 
side effects. Pulse, blood pressure, and res- 
piration were not altered. Urinalyses showed 
no changes attributable to the drug. Red, 
white and differential counts showed no va- 
riations. In general, there was a slight rise 
in hemoglobin rate after the patient was on 
the therapy for several months. 


Discussion 


We do not believe that captodiamine hy- 
drochloride can be classified with the tran- 
quilizers, and although it has given benefi- 
cial results in depression it is certainly not 
a stimulant, Its effect is perhaps most ac- 
curately described as stabilizing in that it 
relieves emotional instability whether it is 
manifested as agitation or depression. Like 
the tranquilizers, however, the best results 
are seen with agitation. 

The action of the drug is moderate seda- 
tion and it is not indicated in the control of 
acute symptoms of psychosis. Nor can it be 
used to give immediate relief of acute symp- 
tomatology in any indication. 

At Rusk State Hospital we have adopted 
captodiamine hydrochloride as part of our 
therapeutic routine for all states showing 
instability or psychosomatic symptoms. We 
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cannot point to its role in overall improve- 
ment of our patients, but we can note that 
in about 75% of all patients who have re- 
ceived the drug there was definite improve- 
ment. We feel that captodiamine hydrochlo- 
ride served to speed up, facilitate and aug- 
ment their rehabilitation or adjustment. 
These 75% have either been discharged or 
are working at jobs in and out of the hospi- 
tal. 


We present this report, not as a final judg- 
ment on the efficacy and limitations of cap- 
todiamine hydrochloride therapy but because 
we feel its potential is sufficient to merit 
further study. 
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Marsilid and Epinephrine Metabolism 


ABRAM HOFFER, M.D. 


After nearly half a century of sporadic 
courtship, psychiatry and biochemistry have 
reached the conjugal bed. It is not clear at 
the moment whether the honeymoon is ro- 
mantically full of bliss. Some of my col- 
leagues among both groups remain skeptical 
that the union will endure. Nevertheless, it 
has already born sturdy fruit. 


The most enthusiastic believer in external 
causation will concede that there may be 
some biochemical component to schizophre- 
nia, to senility and even perhaps to the psy- 
chotic depressions, but certainly not to anx- 
iety or tension. The most enthusiastic be- 
liever in internal causation has excluded 
from his field of study the vast group of neu- 
roses where it is believed anxiety or tension 
is basic. It is therefore exciting indeed to 
think that both groups of enthusiasts may be 
proven wrong in the near future. Marsilid 
has driven a chemical wedge into the hith- 
erto impenetrable armor of the analytic sys- 
tem. 


Yet this state of affairs is most unusual. 
Several decades ago it seemed obvious that 
the first area of psychiatry to yield to bio- 
chemical treatment would be the anxiety 
scates. For, at that time it was known (1) 
that the epinephrine produced anxiety in hu- 
mans, (2) that compounds similar in struc- 
ture to epinephrine, e.g. benzedrine, often 
induced euphoria, (3) that most social eu- 
phorients and antitension compounds such as 
alcohol, Kava Kava, betel nut, etc., were 
chemicals, (4) that inhibitors of amine oxi- 
dase were euphorients, delerients and ener- 
gizers, and (5) that an essential component 
of hallucir.:genic experience was euphoria. 


Instead, we find psychological theories of 
anxiety carrying the field. I must pay trib- 
ute to the remarkable skill and enthusiasm 
of modern psychiatric writers who had fi- 
nally convinced us of the essential psycholo- 
gism of tension, 


From Department of Public Health, University 
Hospital, Saskatoon, Canada. 

This paper was presented at a Marsilid Sympo- 
sium, September 26, 1958, in San Francisco. 


Marsilid which has so many interesting 
properties has renewed interest in chemical 
euphoria. If this were its only activity, it 
will have served a most useful function. In 
fact, it has done more as will be clear from 
the literature. I propose in this paper to ac- 
cept the fact that Marsilid, if properly used, 
has clinical utility and I will discuss theoreti- 
cal ideas which lead me to the conclusion 
that Marsilid functions as an antitension 
drug by interfering with epinephrine rather 
than with serotonin metabolism. 

The terms anxiety and tension and depres- 
sion are often used interchangeably. For the 
purpose of this paper, I would like to offer 
the following definitions. Tension is that 
feeling of discomfort familiar to us all which 
expresses itself by increased muscle tone and 
eventually leads to pain. Continued for a 
long time, it leads to extreme anguish and 
a host of other clinical changes. 

Anxiety is very similar to tension and one 
is seldom free of the other, It is, however, 
more often associated with environmental 
and psychological factors. It tends to be 
limited in time. When prolonged into what 
is known as a chronic anxiety state, it has 
merged into tension, Patients often ascribe 
their anxiety to some idea, event or thing 
but may complain of being tense without any 
definite relationship to external or internal 
events. 

Depression is a feeling of sadness or un- 
happiness which is associated with or fol- 
low other ideas, events or things. I do not 
believe pure and simple depression is pos- 
sible. It is the final psychological response 
to external events or to an internal state of 
d‘sease including prolonged tension or anx- 
iety. It is common in all chronic illnesses. 

Euphoria is a state of mind at the oppo- 
site continuum to depression. It is a psy- 
chological state of happiness often not war- 
ranted by a real appreciation of the facts, 
e.g. in the lover. In excess, euphoria is 
often associated with feelings of unreality 
and even psychosis. Depression and eu- 
phoria cannot be present at the same time 
in a person although one may fluctuate rap- 
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idly between these two states of mind. How- 
ever, tension and anxiety may be present 
with either depression or euphoria. Thus we 
have agitated depressions where severe ten- 
sion and sadness co-exist and the manic pa- 
tient where there is marked tension and eu- 
phoria. The depression-euphoria continuum 
is quite separate from the tension-anxiety 
syndrome. 

These distinctions are most important for 
an adequate study of antitension or antide- 
pression drugs for it is necessary to treat 
not only the depression-euphoria syndrome 
but also the tension which may underlie it. 
If chronic tension has led to depression, it is 
essential to ease the tension as well as to 
euphorize the depresion. It is because these 
distinctions have not been made that certain 
false assumptions have been made in phar- 
macology. An animal which runs around 
a cage twice as fast as its placebo control is 
not necessarily twice as happy. The assumed 
correlation between activity and euphoria is 
not proven, Many subjects experience pro- 
found euphoria during an LSD-25 experience 
but are quite inactive. 

There are therefore strong clinical de- 
mands for three classes of drugs: (1) those 
that alleviate tension and anxiety, (2) those 
that alleviate depression by moving the pa- 
tient part way toward euphoria, and (3) 
those that depress over euphoric patients. 
Many social euphorients are known and 
used. Very few medical euphorients are 
available. Marsilid in my opinion is more 
an antitension drug rather than an euphori- 
ent. Tension is alleviated in the absence of 
sedation or tranquilization. 


Hypothesis 


Marsilid inhibits amine oxidase which in 
turn metabolizes epinephrine and serotonin. 
It has been suggested that both the euphoria 
or decrease in tension induced by Marsilid 
and the depression induced by reserpine are 
mediated chiefly through serotonin metab- 
olism. It is my hypothesis that the action 
of Marsilid is primarily through its interfer- 
ence with epinephrine metabolism. 

In Table I are shown some of the sug- 
gested metabolic routes of epinephrine. These 
include the amine oxidase route leading to 
unknown aldehydes which apparently still 
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TABLE I 
Marsilid 
Epinephrine: 
GKIGASKE aldehyde 
methoxylation methoxy epinephrine 


have some sympathomimetic activity, a sulfo 
esterase route when given by mouth leading 
to ethereal sulfates, a route via enzymes 
which add methoxy groups to epinephrine, 
an oxidase route leading to adrenochrome 
and its derivatives and polymers and per- 
haps still unknown routes. 

Epinephrine is very toxic and it must 
therefore be destroved as quickly as it is 
formed. Any block in some of the enzymes 
which metabolize epinephrine must increase 
the load on other enzymes. I suggest for 
consideration the hypothesis that Marsilid 
is an antitension drug because it blocks am- 
ine oxidase and increases the formation of 
adrenochrome and that adrenochrome which 
is also an antitension drug counters the ten- 
sion induced by the epinephrine. 


Evidence 

If this is so we will expect the following 
statements to be true: 

(1) Epinephrine produces tension and is 
involved in the experiencing of tension and 
depression-euphoria. Analogues of epineph- 
rine may be antitension compounds. 

(2) Substances which interfere in the me- 
tabolism of epinephrine will produce marked 
changes in tension and in depression eu- 
phoria. 

(3) Adrenochrome is an antitensive. 

Briefiy, tension is then proportional to the 
ratio of epinephrine over adrenochrome. 
High ratios due either to too much epineph- 
rine or too little adrenochrome cause ten- 
sion. Low ratios are associated with ab- 
sence of tension. 


Relation of Epinephrine to Tension 


Landis and Hunt’ on the basis of a litera- 
ture review and their own experience re- 
ported that injected epinephrine produced 
genuine anxiety. At that time, there was 
some controversy as to whether the emo- 
tion felt was real, i.e. identical with the feel- 
ing in that person not injected with epineph- 


i 
| 
3 | 
| 
3 
| 
| 
é 
4 
3 | 
{ 
f 
‘ 
| 
i 


| 
} 
3 
| 
H 
| 


1959 DISEASES OF THE NERVOUS SYSTEM 


rine, and anxious. This argument has been 
settled by default. Most of us accept any 
emotion as real and do not expect perfect 
identity. The epinephrine anxiety is a model 
of the real tension experience in the same 
way that the LSD-25 experience models some 
aspects of schizophrenia. 

The tension induced by epinephrine injec- 
tion is not related to the transient increase 
in blood pressure. It may occur up to one 
hour after the injection during a period when 
blood pressure is normal. In contrast to the 
known tension-producing property of epi- 
nephrine is the absence of reports showing 
the serotonin induces anxiety or tension. 
When given to psychiatric patients epineph- 
rine in general aggravates anxiety states and 
depressions, potentiates schizophrenia and 
removes temporarily manic states. Excess or 
deteriorated epinephrine may lead to schizo- 
phrenic-like psychosis. 

Another type of evidence points toward 
epinephrine rather than serotonin. Olds and 
Olds’ recently concluded that Marsilid “is an 
excitant of reward functions in this motiva- 
tional system of the hypothalamus and that 
quite probably it has this excitatory function 
in common with epinephrine.” In their ex- 
periments, serotonin did not have any re- 
warding effect, nor did nor-epinephrine. 

Finally, the depression and apathy in- 
duced by reserpine is antagonized by epi- 
nephrine but not by serotonin, Everett and 
Toman‘ reported that reserpinized mice were 
restored to normal activity by desoxyephe- 
drine and DOPA, the precursor of nor-epi- 
nephrine. Marsilid enhanced the effect of 
these compounds but did not in itself acti- 
vate the animals. Neither serotonin nor 
5-hydroxytryptophane, its precursor, was 
active. 

Thus evidence from three sources points 
to epinephrine as the target for Marsilid ac- 
tivity, namely: 


(1) Epinephrine is closely associated with 
tension, anxiety depression and euphoria 
whereas serotonin is not. 


(2) Epinephrine is rewarding to rats as 
is Marsilid; serotonin is not. 


(3) Epinephrine reverses reserpine in- 
duced depression; serotonin does not. 


Relation of Amine Oxidase 
Inhibitors to Tension 


Substances which block amine oxidase 
have unusual properties. They include co- 
caine, a euphorient and hallucinogen, which 
blocks both amine oxidase and phenol sulfur 
esterase, amphetamine, etc., euphorients and 
activators, LSD-25, an hallucinogen and 
Marsilid, an antitension drug. Early in 1957, 
I suggested that antitension property was 
related to such inhibition.* Recently, it was 
shown that Marsilid did alter the route of 
epinephrine metabolism. Axelrod’ reported 
that in rats 25 per cent of the 1-epinephrine 
was diverted into a methoxy derivative. Af- 
ter treatment with Marsilid, this increased 
to 55 per cent. 

At the same time, Friend et al.° reported 
that Marsilid decreased the rate of destruc- 
tion of infused nor-epinephrine and epineph- 
rine. Moreover in eight out of ten volun- 
teers, he noted mild euphoria and increased 
excitement after the infusion. Marsilid ap- 
parently negated the tension of epinephrine 
and converted it into a euphorient. 


I would therefore expect. Marsilid also to 
increase the formation of adrenochrome. We 
are, at present, examining this problem. 


Anti Tension Properties of 
Adrenochrome and Adrenolutin 


Adrenolutin and Volunteers 


When we first began experimentation with 
adrenolutin, we did not know what type of 
experience would be produced. One of the 
consistent early and sustained observations 
is the ability of adrenolutin to moderate ten- 
sion. The following statements were re- 
corded by skilled volunteers, i.e. psychia 
trists and psychologists, who expected to be 
more tense and anxious. 

Subject L: “It feels like I’ve had a mild seda- 
tive.” 

Subject H: Became drowsy within one half hour 
and that evening remained lazy and indierent. 

Subject C: Had a feeling of lassitude and apathy. 

Subject D: This subject was so tense and anx- 
ious, there was a marked tremor and I had to 
steady his hand before he could drink the adrenolu- 
tin. He reported ‘‘over the next twenty minutes or 
so the anxiety steadily decreased until about 6:30 
P.M. when it was replaced by a feeling of complete 
indifference. This feeling is difficult to describe. It 
was unlike anything I have experienced before. At 
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7:00 P.M. I went to the EEG department. I remem- TABLE III 
ber contrasting this visit with the one in the after- Tension 
noon before I took the drug. During the afternoon, gpoyp __TENSION— 
I chatted with the technician and was interested in 
all that was going on; now as a person he hardly © 
existed for me. As he moved my head around to 
apply the band, I remember thinking that I was 5 
like one of the monkeys treated with serpasil in a = 
recent Ciba film. During the time the EEG was Schisophrenic 10 . * 5 @ 6 
taken, I lay perfectly relaxed.” Anxiety 3 0 0 3 1 rN 
Depression 2 0 2 0 
Adrenochrome and Patients 5 1 2 3 
Ten mg. adrenochrome was given intrave- 
Total 20 4 5 11 15 9 


nously routinely to psychiatric patients with 
no preparation psychologically. The results 
are shown in Table II, and are summarized 
in Table III. It can be seen that adreno- 
chrome reduced tension in five out of ten 
schizophrenics, four out of five anxiety and 
depression patients and in two out of five al- 
coholics or a total of 11 out of 20 cases. 
Adrenochrome and LSD-25 

We have found that after the administra- 
tion of LSD-25 adrenochrome levels are in- 
creased in blood and urine. When the adren- 


TABLE II 


Effect of Adrenochrome (10 mg. I.V.) 


Diagnosis 
Schizo- 
phrenic 


Anxiety 


Depression 


Alcoholic 


No 


14 


on Tension 


Tension 


Increase, 6 hrs 
No change 
Relaxed 


No change 
Relaxed, 2 hrs 


Relaxed, % hr 
Relaxed, % hr 
No change 
Relaxed, 1 hr 
Increased, 2 hrs 
Relaxed, 2 hrs 


Very relaxed, 
2 hrs 

Relaxed, 20 min 

Increase, 3 hrs 

Very relaxed, 
1 hr 

Relaxed, 20 min 

Relaxed, 45 min 

Increased 15 
min. 

No change 

No change 


Other Changes 


weak, depressed 

weak, unsteady 

visual distortions 
of face 

none 

detached, marked 
visual changes & 
hallucinations all 
day 

visual changes 

hallucinations 

visual changes 

visual changes 

apathetic 

weak, unsteady, 
later depressed 

none 


none 
very weak 
emotionally labile 


visual changes 
visual changes 


slight vis. changes 


none 


ochrome response is not found, the subjects 
are extremely tense and do not have a nor- 
mal reaction. If adrenochrome is given af- 
ter LSD-25, the tension quickly disappears. 
There appears to be an inverse relationship 
between the level of tension and the increase 
in adrenochrome. 
This is evidence that: 


(1) There is a relationship between epi- 
nephrine and tension, 

(2) Amine oxidase inhibitors are anti- 
tension, 

(3) Adrenochrome and adrenolutin are 
anti-tension. 


Discussion 


It is therefore likely that in the brain, 
there is a smooth flow of epinephrine 
through adrenochrome to other substances. 
External events which stimulate the sympa- 
thetic nervous system increase the produc- 
tion of epinephrine which is perceived as 
tension. The resultant diversion of the epi- 
nephrine to adrenochrome results in a rela- 
tive decrease in epinephrine and the produc- 
tion of an antitension buffer. As long as 
the ratio fluctuates over narrow limits, the 
person is normal. 

If there is either too much epinephrine or 
too little conversion to adrenochrome, the 
net clinical result will be tension. An ex- 
ample of the first type is phenochromocy- 
toma. Examples of the second are, I think, 
the tension states. Marsilid, by blocking 
amine oxidase, increases the production of 
adrenochrome and restores the balance. Too 
much Marsilid drives the balance too far and 
results in feelings of unreality, euphoria and 
finally schizophrenia. 
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If these ideas are correct, two other sug- 
gestions follow. First, it might be possible 
to induce tension artificially in humans by 
giving them epinephrine. One could then 
screen chemicals for antitension effect by 
seeing if they counter epinephrine-induced 
tension. Secondly, if the Marsilid psychosis 
is due to excess adrenochrome, one will be 
able to reverse this or even prevent it by 
giving these patients at the same time nico- 
tinic acid which we have found counteracts 
adrenochrome and effctively treats early 
schizophrenia and/or ascorbic acid which in- 
hibits the conversion of adrenochrome into 
adrenolutin. 

Summary 


Certain facts suggest that the antitension 
activity of Marsilid depends upon some in- 
terference with epinephrine metabolism. 
These are (1) the clear relationship between 
evinephrine and anxiety, (2) the antitension 
properties of amine oxidase inhibitors, and 
(3) the antitension properties of adreno- 
chrome. 
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As a working hypothesis, I suggest that 
Marsilid is antitension because it increases 
the production of adrenochrome in the brain. 
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William L. Holt, Jr. 

Aaron S. Mason and Joseph M. Sacks 

J. D. Stevens, F. A. Majka and F. L. Humoller 
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T. R. Robie, F. Wroblewski and E. Albano 

Sullivan G. Bedell 

Trifluoperazine in Anxiety and Tension States July 300 
Edgar M. Ernst 

Trifluoperazine in Emotionally Disturbed Office Patients ......................... February 66 
J. B. Gearren 

Tripelennamine Hydrochloride As a Narcotic-like Substitute ...................... July 317 
Eugene Revitch and George Weiss 

Unidirectional Current Modified by Succinylcholine in ECT of the Aged ........... Supp. May 118 
James E. Rappa and Herman Tanowitz 

Vocational Rehabilitation As a Therapeutic Tool September 425 
John T. Toppen and Harvey E. Wolfe 


Harold C. Voris 


ea 3 DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


see e Specializing in Psycho-Therapy, and Physiological therapies includ- 


ing: 
Insulin Shock © Electro-Narcosis 
2828 S. PRAIRIE AVE. © Electro-Shock © Out eng Shock Therapy 
CHICAGO winced 
Phone VIctory 2-1650 ALCOHOLISM Treated by Comprehensive Medical- 
J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmoreland Avenue WHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and mental diseases both for in-patients and out-pa- 
tients—stressing a homelike environment with separate building units and special cottages—air- 
conditioned. 

A complete neuropsychiatric < ger and treatment center including a department of psychol- 
egy—encephalography—clinical boratory and X-ray—psychotherapy—electroshock and insulin 
coma therapy, as well as psycho-surgery. 


ARTHUR J. SCHWENKENBERG, M.D. FRED H. JORDAN, M.D. 

JOSEPH L. KNAPP, M.D. HENRY P. HARE, JR., M.D. 

JACKSON H. SPEEGLE, M.D. LUDLOW M. PENCE, M.D. 
Neurology Psychiatry 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 


trained personnel. 
OCONOMOWOC, WISCONSIN 
PHONE LOGAN 7-5535 


EUGENE FRANK, M.D. OWEN OTTO, M.D. LEROY A. WAUCK, PH.D. 
WILLIAM C. JANSSEN Medical Director Clinical Psychologist 
LOREN J. DRISCOLL, M.D. JOSEF A. KINDWALL, M.D. 


Consultant 
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GLENSIDE HOSPITAL 


FOUNDED 1909 


Located in an attractive rural setting in the heart of Boston for the care of nervous, 
mental and geriatric disorders, alcoholism and drug addiction. 


The new Ordway Therapy Unit includes the most modern electrotherapy equipment. 


Anesthesia by the Hand-Auden Associates and trained personnel available to cour- 
tesy staff. 


DORIS M. HORWOOD, Superintendent 
RUTH M. CROSSFIELD, M.D., Medical Director 


6 PARLEY VALE, JAMAICA PLAIN, MASS. 
JAMAICA 4-0044 RATES MINIMAL 


seeps HILLCREST HOSPITAL est. 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


P N E W O O D Physicians in Charge 


DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 
Westchester County Katonah, N. Y. Tel.: Central 2-3155 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinical conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 443700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 


A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry. 


OSCAR ROZETT, M.D. THOMAS P. PROUT, JR. 
Medical Director Administrator 
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SANITARIA DIRECTORY 


The institutions listed below are among the finest priate sanitaria in the United States. 
They offer private, individual specialized care to the patient. 


BALDPATE, INC. 


Georgetown, Massachusetts 


BEVERLY HILLS CLINIC AND 
SANITARIUM 


Dallas 11, Texas 


HALL-BROOKE 


Greens Farms, Conn. 


HILLCREST HOSPITAL 


(formerly The Retreat, Inc.) 
Des Moines 12, Iowa 


ELMLAWN (The Wilgus Sanitarium) 


Rockford, Illinois 


PINEWOOD 


Katonah, New York 


FAIR OAKS 


Summit, New Jersey 


FAIRVIEW SANITARIUM 


Chicago, Illinois 


RING SANATORIUM 


Arlington, Massachusetts 


ROGERS MEMORIAL HOSPITAL 


Oconomowoc, Wisconsin 


FOREST SANITARIUM 


Des Plaines, Illinois 


ST. CLAIR HOSPITAL 
Detroit 14, Michigan 


GLENSIDE 


Boston 30, Massachusetts 


ST. JOSEPH SANITARIUM 


Dubuque, Iowa 


